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Here is today’s 


MOST RIGID 


Ya LENGTH BED RAIL 


Here is truly an engineering achievement .. . Rails are 
designed as a unit and when installed on bed, form a trust 
construction which gives rigidity found on no other rail. 


These new Bed Rails can be easily installed on today’s hos- 
pital beds without alteration or drilling of bed frame. When 
in storage, the Bed Rails are completely out of the way 
(rails are below level of mattress and still allows access 
under bed) yet ready to be pulled up and into position for 
— use. Rails automatically lock securely for added 
safety. 


This all new % length rail has been proven in hospitals 
throughout the country to be today’s most medern and safe 
Bed Rail. Many hospitals and insurance companies prefer 
the 34 length rail over the full length rail. The °4 length 
rail gives adequate protection but still allows the persistent 
patient to get out of bed with much less danger than crawl- 
ing over a high full length rail which has caused many, 
many unnecessary injuries. With the use of these rails on 
your beds, you will giving additional safety to all of 
your patients. 


You are invited to try a set of our new Bed Rails at no cost or 
obligation. 


Detail photos below show type and parts of mounting and cast- 
ing used in Hausted Bed Rails to achieve rigidity. 


Rails can be installed so they fold towards 
either the foot or the head of the bed. 


Unusual rigidity is achieved by the use of 
exclusive bracket mountings and cross 
extension bars with adjusting turnbuckle. 


MANUFACTURING CO. 


“ 
~ 
| 
| 
». 
— 
al 
4 
<= 
GED RAM LEG | BED RAIL LEG | it 
i — SAFETY t the ¢ 
LOCK RELEASE — on 
7) 
CLAMPS af CLAMPS THAT FASTEN 
TO BED FRAME 
ONE PIECE CASTING — | 
y STABRIZING BAR 
BAR 
STABILIZING it __——— TURNBUCKLE ROD 
- 


“YES...1 HAVE SPECIAL REASONS FOR SPECIFYING BUFFERIN” 


There are a lot of reasons why so many physi- 
cians specify Bufferin. For instance, it’s better 
tolerated than plain aspirin—many times bet- 
ter tolerated according to one recent study! of 
236 patients. Therefore, it’s the choice when 
high-dosage or long-term salicylate therapy 
is indicated. And Bufferin contains no sodium 
—so it’s ideal for effective pain relief when the 
patient’s on a low-salt or salt-free diet. 


Bufferin makes work easier for the hospital 
staff too: no stomach upsets to waste nursing 
time—the fast onset of action means fewer of 
those “‘why don’t I feel better yet” calls. 


And the new 1,000 tablet hospital size bottle 
of Bufferin means that you can now economi- 
cally stock this fine analgesic for general hos- 
pital and out-patient use. Be sure it’s available 
in your pharmacy. 

Each Bufferin tablet combines 5 grains of aspirin 
with Di-Alminate (Bristol-Myers’ name for the ex- 


clusive combination of the antacids aluminum glycin- 
ate and magnesium carbonate). 


1. Sher, D. B.: Aspirin and APC Irritation of the Stomach, 
Scientific Exhibit, World Congress of Gastroenterology; 
Washington, D.C., May, 1958. 


BUFFERIN: 1,000's save money - save space - save time 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 
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DARVON’ COMPOUND 


The clinical usefulness of Darvon® (dextro propoxyphene hydrochloride, Lilly), 
alone and in combination, has been confirmed by more than a hundred in- 
vestigators in the treatment of over 6,300 patients. Under study were patients 
from every branch of medicine, including obstetrics, gynecology, surgery, 
orthopedics, and oncology. 

Consolidation of these reports shows that 5,663 patients (89.9 percent) ob- 
tained effective analgesia. The remaining 637 patients (10.1 percent) were not 
benefited. 

In the hospital, the use of Darvon and Darvon Compound provides the addi- 
tional advantage of convenience for the hospital staff. A narcotic prescription 
is not required; physicians may prescribe them without the need for special 
records or time-consuming bookkeeping. 


Each Pulvule® Darvon Compound provides: 


(acetylsalicylic acid, Lilly) 


Usual dosage: 1 or 2 icities three or four times daily. 
Also available: Darvon, in 32 and 65-mg. Pulvules. 
Usual dosage: 32 mg. every four hours or 65 mg. every six hours. 


Darvon® Compound (dextro propoxyphene and acetylsalicylic acid compound, Lilly) 


EL! LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
920209 
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Improved diuretic-antihypertensive; 
high degree of activity, low toxicity 


Greater activity: Milligram-for-milli- 
gram, Esidrix is the most effective oral 
diuretic known. With a therapeutic efh- 
cacy comparable to parenterally admin- 
istered mercurials, Esidrix is from 10 to 
15 times more potent than chlorothiazide 
and therefore provides the same thera- 
peutic benefits with but 1/10 to 1/15 the 
dosage. Animal studies indicate that 
Fsidrix is longer acting than chlorothia- 
zide, providing a smoother response. 


Low toxicity: According to animal 
studies, Fsidrix is markedly less toxic than 
chlorothiazide and is therefore an excep- 
tionally safe diuretic-antihypertensive. 
Patients unresponsive to chlorothiazide 
and mercurials in many cases respond 
readily to Esidrix. 


Use in hypertension: Fsidrix may be used 
alone or in combination with other anti- 
hypertensive drugs to bring about effec- 
tive lowering of blood pressure. The drug 
potentiates the action of all other anti- 


SINGOSERP (syrosingopine C!BA) 
SERPASIL® (reserpine CIBA) 
APRESOLINE® nydrochioride (hydralazine hydrochionde CIBA) 
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T.M. 


| — 
(hydrochlorothiazide CIBA) 


hypertensive agents, including 
SINGOSERP, SERPASIL and APRESOLINE. 
Dosage (and side effects) of other agents 
often can be reduced when they are given 
with Esidrix. 

Less dietary salt restriction: In many 
cases, Esidrix permits some moderation 
in severe sodium restriction and there- 
fore makes meals more palatable. Side 
effects are usually not severe and most of 
them can be overcome by adjusting the 
electrolyte balance (through dietary sup- 
plements), lowering the dose or adminis- 
tering the drug after meals. 


Dosage: Fsidrix is administered orally in 
an average dose of 75 to 100 mg. daily, 
with a range of 25 to 200 mg. A single dose 
may be given in the morning or tablets 
may be administered 2 or 3 times a day. 
Supplied: Tasiets, 25 mg. (pink, 
scored); bottles of 100. 
TABLETS, 50 mg. (yellow, 
scored); bottles of 100. 


Cine 


SUMMIT, N.J. 
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hospital association meetings 


MEETING AND INSTITUTE 
CALENDAR 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 


1959 THROUGH SEPTEMBER 1959 
- July 6-10 Summer Conference for Hospital (American Hospital Association institutes 
Association Directors, Chicago (AHA are in BOLDFACE type. Meetings of other 


hospital associations are in LIGHTFACE 
type. Other organizations in the health 
field are shown in ITALICS.) 


APRIL 


16-17 Carolinas-Virginias Hospital Confer- 
ence, Roanoke, Va. (Hotel Roanoke) 


Headquarters) 
Aug. 24-27—-6lst annual meeting. New 
York City (Coliseum; Statler Hotel) 


1960 


Aug. 29-Sept. 1—-62nd annual meeting, San 
Francisco (Civic Auditorium) 


Wheat 
does am 

think? 


He's broad behind .. . but narrow in the mind. Can't see beyond 
his nose. Knows zero about beds and bedspreads. 


Not so with a Bates buyer. He knows that in hotels, motels, 
and institutions, the best-dressed beds wear Bates . . . bedspreads, 
and mattress covers that can take a life of hard service, endless 
washings, and always come through looking terrific as new! 


“COLONIAL” MATTRESS PAD—style 1302 
Non-lumping bed pad — preshrunk in 
width...gives longer service with continued 
comfort. Light-weight structure assures 
easy laundering and quick drying. 

Sizes 17 x 18°, 26 x 34°, 38x72’, 

38 x 76”. S52 x 76". 


Call your Botes distributor or write: 


BATES FABRICS, INC., 112 W. 34TH ST.. NEW YORK 1 - BOSTON - CHICAGO - ATLANTA ~ DALLAS + LOS ANGELES 
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20-23 Evening and Night Nursing Service 
Administration, Buffalo, N.Y. (Lafay- 
ette Hotel) 

22-23 South Dekota Hospital 
Huron 

23-24 lowa Hospital Association, Des Moines 
(Savery Hotel) 

23-25 Regional Conference on Development 
of Principles for Planning the Future 
Hospital System, New Orleans (Roo- 
sevelt Hotel) 

27-29 Tri-State Hospital Assembly, Chicago 
(Palmer House) 

27-May | American Psychiatric Associa- 
tion, Philadelphia 

27-May 1 National Association for Practi- 
cal Nurse Education, Cincinnati 
(Netherland-Hilton Hotel) 

28-May | Occu 
Tex. (Roosevelt Hotel) 


Association, 


ts, Waco, 


a 30-May 2 Regional Conference on Develop- 


ment of Principles for Planning the 
Future Hospital System. Salt Lake 
City, Utah (Hotel Utah) 


MAY 


4-7 Association of Western Hospitals. 
Salt Lake City, Utah (Utah Hotel) 
4-8 Dietary Department Administration. 
Pittsburgh (Pick-Roosevelt Hotel) 
6-8 American Pediatric Society, Buck Hi!! 

Falls, Pa. 
7-8 Tennessee Hospital Association, Nash- 
ville (Andrew Jackson Hotel) 

11-13 Canadian Hospital Association, Mont- 
real (Queen Elizabeth Hotel) 

11-14 Texas Hospital Association, Houston 
(Shamrock-Hilton Hotel) 

11-15 National League for Nursing, Phila- 
delphia (Convention Hall) 

13-15 Regional Conference on Development 
of Principles for Planning the Future 
Hospital System, Washington, D. C. 
(Raleigh Hotel) 

13-15 Upper Midwest Hospital Conference 
St. Paul (St. Paul Auditorium; Lowry 
and St. Paul Hotels) 

14 Massachusetts Hospital Association, 
Boston (Statler Hotel) 

18-20 Arkansas Hospital Association, Hot 
Springs (Arlington. Hotel) 

18-21 Hospital Dental Service, San Fran- 
cisco (Sheraton-Palace Hotel) 

20-22 Middle Atlantic Hospital Assembly, 
Atlantic City (Convention Hall) 

20-22 New Jersey Hospital Association, At- 
lantic City (Convention Hall) 

20-22 Hospital Association of New York 
State, Atlantic City (Convention Hall) 

20-22 Hospital Association of Pennsylva- 
nia, Atlantic City (Convention Hall) 

24-29 National Tuberculosis Association, 
Chicago (Palmer House) 

25-27 Hospital Law. Boston (Somerset Hotel) 

25-29 Nursing Service Administration, Cleve- 
land (Pick Carter Hotel) 


JUNE 


1-3 American National Red Cross, Ar- 
_ jantic City, N. J. 

|-3 Advanced Institute for Medical Rec- 
ord Librarians, Chicago (AHA Head- 
quarters) | 

1-4 Catholic Hospital Association, St. Louis 
(Kiel Auditorium) 

1-6 International Hospital Congress, Edin- 
burgh, Scotland 

2-3 Maine Hospital Association, Rock- 
land (Samoset Hotel) 

4-5 American Geriatrics Society, Atlantic 
City, N. J. 
(Continued on page 170) 
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antibiotic resistant STAPHytococe: are killed by 


EPH A AI in seconds 


USE ZEPHIRAN TO HELP CURB THE CURRENT MENACE TO HOSPITAL HEALTH 
Preoperative preparation e Scrub-up e Surgical dressings e Wound irrigation e Sterile 
Storage of instruments e Furniture, wall, and general sickroom disinfection e Laundry 
Zephiran chloride, brand of benzalkoniunmi chloride refined (to ensure quality). WINTHROP LABORATORIES, NEW YORK 18, N.Y. 
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Going under with safety... because 
the Beckman D2 Oxygen Analyzer is 
giving rapid, accurate, direct reading 
of oxygen percentages without in- 
terference from any other gases. % And 
it’s so simple to use...just sample the 
mixture, press the button and read the 
oxygen value directly in either percent 
or partial pressure. % This inexpensive, 
four-pound, battery powered analyzer 
is important to many critical applica- 
tions...in the nursery to monitor incu- 
bators...at bedside to check oxygen 
tents and inhalators...for ambulance 
work...wherever safe oxygen applica- 
tion is a must. % Beckman D2 Oxygen 
Analyzers may be obtained from your 
authorized Beckman Dealer. For more 
information, ask for Data File 2L-63-93. 


Beckman: 

Scientific and Process | Instruments Division 
Beckman Instruments, Inc. 
2500 Fullerton Road, 
Fullerton, California 


It’s a Fact: By providing faster, more posi- 
tive identification of alcohol in blood, Beckman 
Gas Chromatographs are rapidly replacing 
the other methods of forensic blood analysis. 
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VERSATILE FURACIN 


effective by intrapleural instillation' 


the situation ~ Four-month-old infant with staphylococcal pneumonia and 
empyema resistant to most antibiotics was allergic to antibiotic chosen after sensi- 
tivity tests. Thoracentesis produced 30-40 cc. of creamy, purulent fluid. Organism 
was Staphylococcus aureus, coagulase positive. 


then Furacin was instilled: 0.2% Solution was diluted equally with 
physiologic saline and 10 cc. of mixture instilled twice daily into pleural space, with 
suction catheter clamped off for 1 hour. Fluid almost immediately became thinner 
and less viscous. Twenty-four hours later infant was less irritable, voluntarily 
started taking food. Instillations stopped. FURADANTIN® Oral Suspension prescribed. 
Recovery uneventful. 1. Perkins, J. L.: Kansas State M. J. (to be published). 


FURACIN 


brand of nitrofurazone . 


FURACIN has been in clinical use for more than 13 years. Today it is the most widely 
prescribed single topical antibacterial agent. Like other nitrofurans, FURACIN re- 
mains effective, even in pus, sera or exudates, against pathogens which have de- 
veloped—or are prone to develop—resistance to antibiotics. | : 
FURACIN, in a water-miscible base of polyethylene glycols, is available in a number 
of dosage forms. Included are Soluble Dressing, Soluble Powder, Solution and 
Cream. Also in Vaginal Suppositories, Inserts, and in special formulations for eye, 
ear and nose. 


NITROFURANS~—a unique class of antimicrobials—neither antibiotics nor sulfonamides wil le 
| ° 
EATON LABORATORIES, NORWICH, NEW YORK 
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Do you really save money with cheap tape? 


® 
A FEW CENTS MORE BUYS ( urity WET-PRUF 


Here’s how you save when you buy Curity quality! 


Tears clean. No tangled, twisted, ruined ad- 
hesive. Wet-Pruf by Curity has proper 
body. Easy to tear, easy to handle. 


Wears clean. Dressing changes are few and 
far between. Mainly because Wet-Pruf is 
water and soil resistant. It sticks, stays 


stuck, through heavy perspiration, wash- © 


ing —showers. 


Stays fresh. No waste. A gentle pull and 
this premium adhesive unwinds clear down 
to the core. With Curity Wet-Pruf, the last 
inch is as fresh as the first. | 


When price is an immediate concern, 
there’s Regular and extra-economy Arro* — 
both by Curity. 


Curity ...the other word for quality 


ADHESIVE 


® 


DIVISION OF THE KENDALL COMPANY 


Bauer « Black 
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accreditation Anoblems 


KENNETH B. BABCOCK, M.D. 


The following index to the ac- 
creditation problems discussed by 
Dr. Babcock in this column from 
January 16, 1958, through April 
16, 1959, has been prepared in 
response to numerous requests 
from the field for a ready refer- 
ence guide to the material on ac- 
creditation published in this Jour- 
nal. 

This index is also designed to 
_key in with this annual adminis- 
trative review issue, which fea- 
tues summaries of the literature 
an@ recent developments during 
thé\past year in selected areas of 
hospital activity. 

The entries in this index have 
been categorized under 24 general 
headings. Each listing is a capsule 
version of the main point raised 
by the question. Each item in- 
dexed lists the volume number, 
page and the issue of this Journal 
in which the question and answer 
appeared. 

For a written summary of the 
activities and recent changes in 
the Standards of the Joint Com- 
mission on Accreditation of Hos- 
pitals, see page 40 of this issue. 


ACCREDITATION PROCESS 


Visitation of JCAH accredited 
hospitals. 32:24 June 16, 1958. 
Action of the Joint Commission on 
the surveyors’ reports. 32:25 

July 16, 1958. 

Hospitals “in the red” and their 
chance for accreditation. 32:19 
Aug. 16, 1958. 

Application blanks for accredita- 
tion. 32:29 Nov. 16, 1958. 

Evaluating quality of care in in- 
stitutions of less than 25 beds. 
33:28 March 16, 1959. 

How to evaluate quality medical 


This index is based on material prepared by 
the Joint Commission on Accreditation of 
Hospitals, Dr. Kenneth B. Babcock, director. 
Questions on accreditation problems should 
be sent to the Commission, 660 N. Rush St., 
Chicago 11, Ill, or to HOSPITALS, J.A.H.A., 
for referral to Dr. Babcock and his stoff. 
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care from a chart. 33:28 March 
16, 1959. 


ANESTHESIA 


Postanesthesia follow-up note on 
medical chart. 32:20 April 16, 
1958. 

Nurse anesthetist recording post- 
anesthetic note in the progress 
notes. 32:24 June 16, 1958. 


CONSENT FORMS 


Consent forms for patients prior 
to surgery. 32:30 March 16, 
1958. 

Consent forms for patients requir- 
ing deep x-ray treatment or ra- 
dioactive isotope treatment. 32: 
25 Sept. 16, 1958. 


DIETARY DEPARTMENT 


Diet prescriptions by the physi- 
cian. 32:24 May 16, 1958. 

Keeping intake-output records on 
patients. 32:19 Aug. 16, 1958. 


DISASTER PLANNING 


JCAH requirements for disaster 
plans in hospitals. 33:38 Jan. 
16, 1959. 


EMERGENCY ROOM 


Use of masks in emergency room 
and during suturing of lacera- 
tions. 33:38 Jan. 16, 1959. 


FIRE SAFETY 


JCAH requirements for fire ex- 
tinguishers, hoses and fire alarm 
boxes. 32:20 April 16, 1958. 

JCAH requirements for fire evac- 
uation plans in hospitals. 33:38 
Jan. 16, 1959. 

Acceptability of approved safety 
links on fire doors. 33:31 Feb. 
16, 1959. 


HOSPITAL ADMINISTRATION 


Fathers in the delivery room. 32: 
26 Jan. 16, 1958. 

How to outline the status of pro- 
fessional personnel in_ allied 
fields in the hospital’s bylaws, 


rules and regulations. 32:25 July 
16, 1958. 

Presence of hospital administra- 
tor at medical staff and execu- 
tive committee meetings of med- 
ical staff. 32:25 July 16, 1958. 

Formula for computing average 
length of stay. 32:19 Aug. 16, 
1958. 

Age limit for patients in pediatric 
wards, children’s hospitals. 32: 
25 Sept. 16, 1958. 

Trustees’ and administrator’s at- 
tendance at medical staff meet- 
ings. 32:29 Nov. 16, 1958. 

Solicitation of medical staff mem- 
bers. 33:31 Feb. 16, 1959. 


INFANT FORMULA ROOM 


Supervision of infant formula 
room. 32:24 June 16, 1958. 


LABORATORY (CLINICAL AND RESEARCH) — 


Calibration and testing of special- 
ized equipment in the labora- 
tory and radiology department. 
32:20 April 16, 1958. 

Use of initials on laboratory tech- 
nician’s report. 32:26 Dec. 16, 
1958. 

Serology for syphilis. 33:31 Feb. 
16, 1959. 


LIBRARIES 


Requirements for adequate medi- 
cal library. 32:24 Feb. 16, 1958. 


MEDICAL PRACTICE 


Definition of consultation. 32:26 
Jan. 16, 1958. 

Use of tests for bleeding and co- 
agulation times. 32:24 June 16, 
1958. 

Surgeon’s inclusion of preopera- 
tive diagnosis on operative rec- 
ord. 32:25 July 16, 1958. 

Writing of histories and physicals 
by externs, interns and resi- 
dents. 32:25 July 16, 1958; also 
33:31 Feb. 16, 1959. 

Signing of interns’ and residents’ 
physicals and histories by at- 
tending staff physicians. 32:23 
Oct. 16, 1958. 

Consultation on D&C’s. 32:29 Nov. 
16, 1958. 

Use of routine descriptions of op- 
erations by medical secretary on 
surgeon’s operative report. 32: 
26 Dec. 16, 1958. 

Use of sterilizations and primary 
Caesarean sections on indigent 
and private cases. 32:26 Dec. 
16, 1958. 

Summaries on all medical charts. 


(Continued on page 14) 


HOSPITALS, J.A.H.A. 


| 
i 


You’re sure with “SCOTCH” 
Autoclave Tape No. 222 


WON'T POP LOOSE even in high steam 
temperatures. ““ScoTcH” Brand Hospital Auto- 
clave Tape No. 222 sticks at a finger touch. Seals 
linen or paper packs quickly, surely. Peels off 
clean, leaving. no stains or gummy residue. You 
can even write on it with pencil, ink or typewriter. 


Before 
Autoclaving 


After 
Autoclaving 


SPECIAL INKS in “ScoTcH” Hospital Auto- 
clave Tape No. 222 can’t be accidentally activated 
by sunlight, radiator heat or a dry air pocket ina 
faulty autoclave. Only correct levels of heat AND 
moisture can make these distinctive markings 
appear. And you can see them across a room! 


SCOTCH BRAND Hospital Tapes 


| + - WHERE RESEARCH IS THE KEY TO TOMORROW 
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“SCOTCH” is a registered trademark for the pressure-sensitive adhesive tapes of 3M Co., St. Paul 6, Minn. Export: 99 Park Ave., New York 16. Canada: London, Ontario. 
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33:38 Jan. 16, 1959. 

Percentages of hospital cases re- 
quiring consultations. 33:31 Feb. 
16, 1959. 


Disease and operation indexes on 
patients kept by medical record 
librarian. 32:24 May 16, 1958. 

Microfilming nurse’s notes on med- 


ical chart. 32:19 Aug. 16, 1958. — 


Dictating medical records from 

doctor’s office via telephone to 
_central record room dictating 
machine. 32:19 Aug. 16, 1958. 

Photographic reproductions of his- 
tory and physical charts from 
doctor’s office and their accepta- 
bility in the hospital. 32:26 Dec. 
16, 1958. 

Use of routine descriptions of op- 
erations by medical secretary on 
surgeon’s operative report. 32: 
26 Dec. 16, 1958. 

Short form for patients admitted 
for diagnostic x-ray or electro- 
cardiogram. 32:26 Dec. 16, 1958. 


Operating room report for appli- 


cation of plaster casts or per- 
formance of paracenteses. 32:26 
Dec. 16, 1958. 

Summaries on all medical charts. 
33:38 Jan. 16, 1959. | 

How to evaluate quality medical 
care from a chart. 33:28 March 
16, 1958. 


MEDICAL RECORD LIBRARIAN 


Disease and operation indexes on 
_ patients kept by medical record 
librarian. 32:24 May 16, 1958. 


MEDICAL STAFF 


Organization of medical staff (ac- 
tive and courtesy). 32:30 March 
16, 1958. 

JCAH evaluation of medical staff 
organization, rules, regulations, 
bylaws of state or federal hos- 
pitals with fixed staffs. 32:24 
May 16, 1958. 

Joint conference committee in 
Catholic hospitals. 32:24 June 
16, 1958. 


General practitioner on the hos- | 


pital medical staff. 32:24 June 
16, 1958. 

Presence of hospital administrator 
at medical staff and executive 
committee meetings of medical 
staff. 32:25 July 16, 1958. 

First assistant in surgery in the 
smaller hospital. 32:25 Sept. 16, 
1958. 

Problems arising from the trus- 
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tees’ legal responsibility to ap- 
point medical staff but not being 
qualified to appraise professional 
competence. 32:23 Oct. 16, 1958. 

Definition of house officer. 32:23 
Oct. 16, 1958. 


Signing of interns’ and residents’ 


histories and physicals by at- 
tending staff physicians. 32:23 
Oct. 16, 1958. 

Granting of temporary hospital 

- privileges. 32:29 Nov. 16, 1958. 

Trustees’ and administrator’s at- 
tendance at medical staff meet- 
ings. 32:29 Nov. 16, 1953. 

Use of routine descriptions of op- 
erations by medical secretary in 
surgeon’s operative report. 32:26 
Dec. 16, 1958. 

Use of sterilizations and primary 
Caesarean sections on indigent 
and private cases. 32:26 Dec. 
16, 1958. 

Use of masks in the emergency 
room and during suturing of 
lacerations. 33:38 Jan. 16, 1958. 

House officer on duty around the 
clock. 33:38 Jan. 16, 1959. 

Summaries on all medical charts. 
33:38 Jan. 16, 1959. 

Percentage of hospital cases re- 
quiring consultations. 33:31 Feb. 
16, 1959. 

Solicitation of hospital adminis- 
trator; also administrator’s so- 
licitation of medical staff mem- 
bers with application blank. 33: 
31 Feb. 16, 1959. 

Scrubbing for deliveries. 33:31 
Feb. 16, 1959. 

Serology for syphilis. 33:31 Feb. 
16, 1959. 

Departmentalization of medical 
staff. 33:31 Feb. 16, 1959. 

Medical order book and re-signing 
of charts. 33:28 March 16, 1959. 

How to evaluate quality medical 
care from the chart. 33:28 March 
16, 1959. 


Cord serology of newborn where 
mother has negative serology. 
32:24 July 16, 1958. 

Newborn charts. 32:19 Aug. 16, 
1958. 


NURSES AND NURSING 


Microfilming nurse’s notes on med- 
ical chart. 32:19 Aug. 16, 1958. 

Keeping intake-output records on 
patients. 32:19 Aug. 16, 1958. 

Use of nonregistered nurses as 
eharge nurses. 32:19 Aug. 16, 
1958. 


Nurses and the administration otf 
blood transfusions. 32:25 Sept. 
16, 1958. 

Scrubbing for deliveries. 33:31 

; Feb. 16, 1959. | 

Medical order book. 33:28 March 
16, 1959. 


Traffic in and through the operat- 
ing suite. 32:24 Feb. 16, 1958. 
First assistant in surgery in the 
smaller hospital. 32:25 Sept. 16, 

1958. 

Use of routine descriptions of op- 
erations by medical secretary 
for operative report. 32:26 Dec. 
16, 1958. 

Operating room report for appli- 
cation of plaster casts or per- 
formance of paracenteses. 32:26 
Dec. 16, 1958. 


OXYGEN THERAPY 


Supervision of oxygen therapy de- 
partment. 32:25 Sept. 16, 1958. 


PATHOLOGY 


Inclusion of the recently dis- 
charged patient, who dies, in 
the hospital’s autopsy rate. 32: 
25 July 16, 1958. 


PEDIATRICS 


Age limit for patients in pediatric 
wards, children’s hospitals. 32: 
25 Sept. 16, 1958. 


PHYSICAL THERAPY DEPARTMENT 


Requirements for setting up phys- 
ical therapy department. 32:24 
May 16, 1958. 


RADIOLOGY DEPARTMENT 


Calibration and testing of special- 
ized equipment in the labora- 
tory and radiology departments. 
32:20 April 16, 1958. 

Check of lead aprons and gloves 
for cracks. 32:19 Aug. 16, 1958. 

Use of short form for inpatients 
for diagnostic x-ray or electro- 
cardiogram. 32:26 Dec. 16, 1958. 


Problems arising from the trus- 
tees’ legal responsibility to ap- 
point medical staff but not be- 
ing qualified to appraise their 
professional competence. 32:23 
Oct. 16, 1958. 3 

Trustees’ and administrator’s at- 
tendance at medical staff meet- 
ings. 32:29 Nov. 16, 1958. . 
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Single manufacturer responsibility 

Allis-Chalmers manufactures and stands behind these 
complete units — the modern diesels, the proved brushless 
generators, the electrical regulators and the switch gear. 
That means coordinated engineering, matched performance, 
undivided responsibility — an Allis-Chalmers exclusive. 


Fast starts | | 
The modern diesels, with their unique, controlled combus- 
tion, start and pick up loads in 4 to 10 seconds. 


Precisely regulated power 


The new Allis-Chalmers automatic static-type voltage 
regulator has no moving parts or contacts. No parts to 
burn or wear. It has unequaled quick response to sudden 
changes in load. Precise power regulation protects sensitive 
apparatus, easily picks up heavy motor starting loads. 


BG-34 


...for emergency power or continuous duty 


DIESEL GENERATING SETS 
WITH BRUSHLESS GENERATORS 


Unequaled electrical reliability 


The brushless generator has new simplicity. There are no 
slip-rings, no brushes, no commutators to wear or to spark. 
There’s no radio interference, no danger of sparks that 
might ignite combustible fumes. | 


Fast, easy unit installation 


These sets are simple, unit-type, self-contained. They are 
mounted on husky skids — no special foundation is re- 
quired, no danger of misalignment. They slide easily into 
position in a boiler room or at a remote location. Electrical 


_connections are simplified, too — speed installation and 


reduce related costs. 


Your Allis-Chalmers dealer can give you complete specs, 
and assist in determining your needs. Call him or write, 
Allis-Chalmers, Milwaukee 1, Wisconsin. 


ALLIS-CHALMERS 


POWER FOR A GROWING WORLD 


~ 


21000 @ 
16000 
35-130 KW 
| 
( 
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extra-soft rubb 
that reduces hand 


fits comfortab 


without binding 


Softer than other gloves; stronger and just as thin 


“Less tiring to my hands’’, “Doesn't 
restrict my fingers’, . . almost forgot 
I had gloves on”’, are typical comments 
made by surgeons who are using 
““Surgiderm”’ gloves, developed by 
B.F.Goodrich. 

Testing machines—which measure 
the softness and strength of rubber— 
prove that the “Surgiderm”’ glove is 30 
to 50 per cent softer than any regular 
rubber surgeon’s glove. This means 
that it is: 


Less tiring to the hands 
Because it’s more pliable, it fits easily, 
snugly—doesn’t bind the hand or re- 
strict the freedom of the fingers. Less 
force is needed to flex the fingers and 
that’s what reduces hand fatigue. The 
difference is so obvious you can feel it 
just by putting the B.F.Goodrich 


BE G 00 d rich hospital and surgical supplies 
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“Surgiderm”’ glove on one hand and 
comparing it with any other rubber 
glove on your other hand. . 


Permits sensitive touch 
The glove is tissue thin all over—no 
heavy ends at fingertips. This allows 
almost as sensitive a touch as a surgeon 
would have without gloves. 


Stronger, longer lasting 
The use of a sp ecially-developed rubber 
compound makes this B.F.Goodrich 
glove extra strong to start with and 
it stays strong even after a dozen 
sterilizations. 


Test a pair | 
Ask the glove buyer at your hospital to 
geta pair of B.F.Goodrich ‘‘Surgiderm”’ 
gloves for you. We think when you 


compare them with the gloves you are 
now using, you'll be convinced that 
these B.F.Goodrich gloves are the most 
comfortable you've ever worn. 


They cost no more 
Since this glove is the only one that 


combines comfort and sensitivity with 


strength—you might expect it to be 
expensive. The fact is it costs no more 
than many regular rubber gloves being 
sold today. In the long run, it really 
costs less because it can be used for 
more operations. 


Where to buy 
B.F.Goodrich “Surgiderm"’ gloves are 
made in sizes from 6 to 10, are brown 
in color. Try a pair soon. They're sold 
by hospital supply houses and surgical 
dealers everywhere. Hospital and Surgical 
Supplies Dept., B.F.Goodrich Industrial 
Products Co., Akron 18, Ohio. 
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REPORT FROM WASHINGTON—Con- 
gress, having ended its Easter re- 
cess, is working on a heavy sched- 
ule of proposed legislation and 
hearings of importance in the hos- 


pital-health field. The status of 


these bills and hearings is re- 
viewed beginning on p. 161. 


) NEW ENGLANDERS DISCUSS HOSPITAL 
EFFICIENCY, PUBLIC RELATIONS—Two 
themes threaded their ways 
through the pattern of the 1958 
New England Hospital Assembly, 
held March 23-25 in Boston: 

@ Hospital efforts to relate the 
story of rising costs to the public 
must be redoubled. 

@ As a group, hospitals must 

eliminate inefficiencies in activities 
in order to lessen the possibility 
of external control. Details p. 164. 


ILLINOIS HOSPITAL ASSOCIATION LISTS 
COMMUNITY HEALTH OBJECTIVES— 
Among the first objectives of the 
Illinois Hospital Association, the 
organization indicated in a state- 
ment of its community health ob- 
jectives, is accreditation of hos- 
pitals in the state. Details p. 166. 


) NATIONAL SAFETY AWARD WON BY 
ROANOKE (VA.) MEMORIAL HOSPITAL— 
Grand award winner in the na- 
tional 1958 hospital safety contest 
is Roanoke (Va.) Memorial Hoas- 
pital. The contest is sponsored by 
the American Hospital Association 
and the National Safety Council. 
Details p. 168. | 


) SECOND WORLD CONFERENCE ON MEDI- 
CAL EDUCATION TO BE HELD IN CHICAGO, 
AUG. 29-SEPT. 4. Details p. 167. 


PHARMACEUTICAL PRODUCERS GROUP 
NAMES FIRST FULL-TIME PRESIDENT—Dr. 
Austin Smith, recently resigned 
editor of the Journal of the Amer- 
ican Medical Association, has been 
named the first full-time president 
of the Pharmaceutical Manufac- 
turers Association. 

William B. Graham, president 
of Baxter Laboratories, Morton 
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[digest of NEWS 


Grove, Ill., was elected to the 
newly created position of chair- 
man of the board. Harry J. Loynd, 
president of Parke Davis and Co., 
Detroit, was named chairman- 
elect to succeed Mr. Graham next 
year. 


MR. GRAHAM 


DR. SMITH 


PMA is a consolidation of the 
former American Drug Manufac- 
turers Association and the Amer- 
ican Pharmaceutical Manufactur- 
ers Association. The office of 
president was formerly held by 
representatives of member com- 


panies. 


> MID-WEST CONVENTIONERS ANALYZE 
PRESENT, LOOK INTO FUTURE—Discus- 
sions at the 3lst annual Mid-West 
Hospital Association convention 
centered around: 

@ Providing the best possible 
hospital care now. | 

@ Determining what the future 
holds in store for hospitals and 
how future care in hospitals will 
be paid for. 

C. E. Copeland, administrator 
of Missouri Baptist Hospital, St. 
Louis, was named president-elect 
of the association. Details in the 
May 1 issue of this Journal. 


) KANSAS HOSPITALS’ CHARITABLE IM- 


MUNITY RESTORED UNDER NEW LAW— . 


The governor of Kansas has signed 
a bill reinstating charitable im- 
munity for nonprofit hospitals in 
that state. 


A decision by the state’s su- 
preme court holding that hospi- 
tals are not immune from liability 


Was overruled by the signing of 


the measure on March 26. 

Under the law, property of vol- 
untary nonprofit hospitals in Kan- 
sas will not be available to satisfy 
court judgments or other legal 
processes (except contractual ob- 
ligations and sums owed to. the 
state). 

From the time that charitable 
immunity was removed by the 
Kansas supreme court, voluntary 
hospitals in the state experienced 
a sharp increase in the number of 
suits brought on grounds of negli- 
gence. Some hospitals found it im- 
possible to purchase adequate lia- 
bility insurance. 

The new legislation does not 
preclude payment of a claimant 
from proceeds of insurance. Many 
Kansas hospitals are expected to 
continue to be covered by liability 
insurance so that persons injured 
in the hospital will be able to ob- 
tain compensation. 


COLORADO DROPS BILL OUTLAWING 
UNIONIZATION OF HOSPITAL EMPLOYEES 
—A bill that would have excluded 
Colorado hospitals from provisions 
of the state’s Labor Peace Act and 
prevented unionization of hospital 
workers has ‘been killed in the 
Labor Committee of the state’s 
House of Representatives. 

The agency administering the 
Colorado Labor Peace Act has held 
that voluntary hospitals are cov- 
ered by that law. This determina- 
tion has been appealed to the 
courts and may be determined ul- 
timately by the state supreme 
court. This action of the legisla- 
ture, therefore, does not constitute 
a final determination of the status 
of Colorado voluntary — hospitals 


Worth Quoting 


“. .. No part of the hospital is clean if it can be made cleaner”— 
Hartford (Conn.) Hospital annual report for 1877. 
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with relation to the Colorado La- 
bor Peace Act. 


* FOREIGN MEDICAL GRADUATES TAKING 
EXAM RISES, PERCENTAGE PASSING DROPS 
—Some 43.4 per cent of the 1772 
foreign medical graduates who took 
the third Educational Council for 
Foreign Medical Graduates medi- 
cal qualification examination on 
Feb. 17 scored 75 per cent or bet- 
ter and received standard ECFMG 
certificates. 

Of the graduates taking the ex- 
amination, 375 (21.1 per cent) 


scored 70-74 per cent and received 
temporary ECFMG certificates, the 
council reported. 

Of the 1772 persons taking the 
test, 1278 took it at 33 examina- 
tion centers in the United States 
and 494 took it at 44 overseas 
centers. 

“As the number of candidates 
taking our examination abroad 
rises,” said Dr. Dean F. Smiley, 
ECFMG executive director, “the 
proportion who pass the examina- 
tion diminishes. It would appear 
that language difficulty is a very 


New! —a better method 


of handling and processing 


SYRINGES and NEEDLES 


After use, plungers and barrels are 
placed in Syringe Rack (A). The 
rack rests in a stainless steel soak 
basin containing a solution of Weck 
Cleaner. 


Needles are inserted in cellulose 
sponge (B). Sponge will not float in 
soak basin, which contains a solution 
of Weck Cleaner. 


When filled, both Syringe Rack and 
Soiled Needle Container are taken to 
Central Supply for processing. Both 
racks can then be lifted out of soak 
basins for pre-autoclaving — then 
washing. Syringes are never handled 
until they are ready for re-packaging 
prior to sterilizing. 


ADVANTAGES OF THIS METHOD 


@ Breakage of syringes is practically elimin- 
ated since no manual handling or cleaning 
is required. 

@ Simplifies counting and checking of returned 
syringes. 

Protects personnel from infection — needles 
are not touched until pre-sterilized. 

Insertion inte sponge protects needles from 

damage. 

Pre-soaking prevents foreign material from 

solidifying or clogging syringes and needles, 

thus simplifying cleaning 


WECK SOILED NEEDLE 


$61.20. 10 20 CONTAINER 
cc syr 
$61-300 30 & 50 cc 18 syringes 881-276 — WECK NEEDLE CONTAINER — 


$61-252 — SOAK BASIN — 5” x 9V2’'— Durable stainless 


steel. Holds any size Weck Syringe Rack. 


complete with sponge rack, stainless steel 
soak basin (5’’ x 5°’) and sponge. 


For complete information on the revolutionary WECK method of handling 
and processing syringes and needles, write for Specialty Folder No. 7. 


EDWARD WECK &2& COMPANY 


DIVISION OF STERLING PRECISION CORP. 


136 Johnson Street + Brooklyn 1, 


Manufacturers of Fine Surgical Instruments and Hospital Specialties « Instrument Repairing 


important, if not the most impor- 
tant, element in this situation. The 
language difficulty as measured by 
our ECFMG English test is 38 
times as great in the candidates 
taking the examination in foreign 
stations as in those taking it in 
U. S. stations.” 

The fourth ECFMG examination 
is scheduled for Sept. 22 at 35 
U. S. and 50 overseas centers; 
more than 1000 candidates are al- — 
ready registered for it, Dr. Smiley 
stated. 


} BLUE CROSS COMMISSION GIVES DEC.- 
JAN. INPATIENT FIGURES—The hospital | 
admission rate for Blue Cross sub- 
scribers during January 1959 was 
141 inpatients per 1000 subscribers, 
the Blue Cross Commission re- 
ported. 

Stays of hospitalized members 
during December 1958 averaged 
7.68 days. Average number of in- 
patient days of care provided by 
Blue Cross Plans during December 
was 1047 days per 1000 members, 
an increase of 39 days per 1000 
members, or 3.87 per cent when 
compared with November 1958 
experience, the commission re- 
ported. 

The December inpatient-days- 
of-care figure was the highest for 
the month since 1948 (when the 
present method of gathering data 
was adopted), the commission 


stated. 


> STUDY TRIES TO FIND FACTORS BE- 
HIND PATIENTS’ ATTITUDES—The Com- 


-monwealth Fund of New York 


City has made an $88,000 grant to 
Presbyterian-St. Luke’s Hospital, 
Chicago, for a study of subjective 
aspects of patient care. 

Under the grant, investigators 
are to study the basis on which 
patients judge care as good or bad 
and to determine the social, psy- | 
chological and medical reasons be- 


' hind patients’ expectations and 


judgments of medical care, nurs- 
ing care, and hospital services. 
A Department of Patient Care 
Research is being established by 
the hospital to serve as a perma- 
nent nucleus for further research 


' in patient care. Hans O. Mauksch, 


chairman of the Department of 
Social Science at the Presbyterian- 
St. Luke’s Hospital School of Nurs- 
ing, is to head the new depart- 
ment. | 
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WECK SYRINGE RACK 
Stainless Steel 
Syringe Rack Capacity eee 
ae 0 69 years of knowing how 
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It’s here—the first basic improvement in design and construc- 
tion since the inception of metal furniture! Ventura . . . a 
complete line of chests, dressers, and bedside stands that per- 
mits you to choose individual panels for every surface, from 
a broad range of materials and finishes that blend harmoni- 
ously with Royal’s many different patient beds, overbed tables, 
chairs and lounges. 

Never Before . . . Such Beauty, Flexibility, Versatility 
Ventura .. . by Royal gives patient rooms truly custom-made 
furniture, at production-line prices. with an almost limitles- 
combination of materials and colors. Tops include Plastelle- 
enameled metal. Rovaloid over plywood, and solid Fiberesin. 
Fronts may be Plastelle-enameled metal. or solid Fiberesin. 
( All Fiberesin panels available in warm natural birch. walnut. 


introducing a new concept in ‘ieigheal furniture 


metal room furniture with completely replaceable parts 


ROYAL METAL MANUFACTURING COMPANY 
One Park Avenue, New York 16, N.Y., Dept. 7-D. Distributors in principal cities 


cherry or butternut finishes.) Legs: square- -tube steel Plastelle- 
enameled or satin finish. Sides and Backs: Plastelle-enameled 
metal. | 


Never Before ... Such Ease of Maintenance! 


Ventura ... by Royal features quickly replaceable tops. drawer 
fronts and side panels which attach to sturdy ‘ ‘skyscraper 
inner steel frames . . . repair jobs are made right in the room 
without inconvenience to patients or disruption of normal 
routine. 


We think you'll agree that here—at last—is the last word 
in modern hospital furniture. Write for specifications, prices 
and full information on beautiful. colorful! Ventura . .. by 
Royal! 
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to save a life or a limb 
in vascular emergencies 
an arterial graft of 

the right size must be 


where you need it 
when you need it 


Hospitals everywhere are aware of the urgent need for a 
prosthesis in time of emergency . . . the hurried call, the hasty 
search for the right source, the rushed delivery. Often the 
exact needs cannot be anticipated, then become critically. 
apparent during surgery. 
| Bard-U.S.C.I. Graft Kits enable the hospital to meet these 
a vascular emergencies with immediate replacement of a dam- 
a aged artery. A compact cabinet keeps an assortment of arterial 
grafts right in your hospital, where you need it; instantly 
accessible when you need it. 
Use of the kit eliminates costly delays in locating and procur- 
ing the right size graft. Inventory control is simplified .. . 
when one graft is used, the empty compartment signals an 
immediate re-order of that size. Prompt replacement keeps the 
kit always ready for emergency requisitions. The grafts may 
he stored indefinitely without deteriorating. 


Each graft is made of purified white Teflon" fiber, a plastic 
with properties unapproached by any other fiber, natural or 
synthetic. Seamless woven structure is permeable, but with 
very low porosity. Uniform crimping provides strength and 
longitudinal elasticity without kinking. The grafts are easily 
sutured; sealing is not required. Each graft is 20” long. 

For detailed information and reference material on these and other 
Prostheses of Teflon”, Write C. R. Bard for illustrated brochure T-59 . - 


Stock Kit contains one each of the following Woven Teflon Grafts; 
Va", Ke", Ve", rv", Ve", 1", 1%", inside diameters): one Bifurcation 
with 'Ye” aorta lumen; one Bifurcation with '%s” aorta lumen. 
Emergency Kit contains one each of the following Woven Teflon 
Grafts; 4", Ya", (inside diameters). 


The graft that may be needed tomorrow can be on hand todey . . . 
order a BARD-U.S.C./ Kit from your Hospital/Surgical Supply Dealer. 


Cc. R. BARD, INC. > SUMMIT, NEW JERSEY 


Bord US grafts are mode by US Cotheter 
& Instrument Compony, and were developed 
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ghinions and ideas 


A ‘prince’ dethroned 


Dear Sir: 

You may be atereahed in the 
sequel to the story about the Af- 
rican “prince” published in HOS- 
PITALS, J.A.H.A., Feb. 16, 1959. 

Kawama Mboyta, of Lourenco 
Marques, Mozambique, East Af- 
rica, appeared at the Jones-Walker 
Hospital in Fort Myers, Fla., on 
Jan. 3, 1959, for treatment of a 
kidney ailment. 

His personal history was inter- 
.esting because he said he was an 
African prince who had been to 
his native East Africa for the 
Christmas holidays, had returned 
to Miami for the Orange Bowl 
game and was on his way back to 
the University of Oklahoma, where 
he was a student. “Prince” Ka- 
wama had a nice British accent. 
During his brief hospital stay, he 


told some rather strange stories 
of his native land. He also ex- 
hibited more than a casual interest 
in the daughter of one of the hos- 
pital’s employees. 

While the prince had numerous 


- credit cards, he had no cash in 


his pocket. His lack of a passport 
was explained by saying he had 
sent it along with some personal 
belongings back to the University 
of Oklahoma. The director of 
nurses did not wish to create a 
difficult situation for our State 
Department but decided some in- 
vestigation should be made of this 
patient’s record and contacted the 
local law enforcement authorities. 


Before an answer was received 


from the authorities, the doctor 
discharged the patient. Within a 
short time, representatives of the 
city police department and the 
county sheriff’s office found the 


-LETTERS TO THE EDITOR 


prince at the address which he 
had given upon leaving the hos- 
pital and took him into custody. 
The man admitted he was Ed- 
ward Lee Woods, a Florida farmer 
The FBI record revealed numer- 
ous violations of the laws of other 
states. Woods was tried and sen- 
tenced by a court in Tampa, Fla. 
—JOHN R. GADD, administrator, 
Lee Memorial Hospital and the 
Jones-Walker Hospital. 


Why volunteers volunteer 


Dear Sir: 

Ever since your Aug. 16, 1958, 
issue came to my attention, I have 
waited in vain for you to publish 
the real story behind “Why Do 
Volunteers Volunteer?” [by Mark 
Berke}. 

Mr. Berke, in the opinion of a 
number of people with whom I 
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of it, ..the MODERN Way 


A Gruendler Disposer 
will solve your 
food waste disposal problem! 


A contemporary, handsome 
appliance to grind table and 
reparation wastes into a 
fine slurry for instant disposal 
down the drain. Automatic, 
push-button control. Ends scaven- 
ger service and waste handling. 
Write for Brochure No. 124. 
If possible, state number 
of meals you serve per setting 
for our recommendation of 
proper model. No obligation. 


GRUENDLER CRUSHER & PULVERIZER Co. | 
2913 North Market St. Louis 6, 


CHICAGO 
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If you want to save up to 50% of suture cé 0s 
yand be sure of quality, use Gudebrod 

absorbable sutures. Buy Gudebrod and s 
lize what you need as you need it, with low re 
first cost and less waste. Eighty-nine years 
manufacturing sutures is your assurance @ 
Gudebrod quality. Write for the Gudebrog 
story, ““How You Can Save up to 50% of Yo 
Suture Costs.” 


Gudebrod BROS. SILK CO., INC. 


Surgical Division: 
225 West 34th St., New York 1, N. Y. 


Executive Offices: 
12 South 12th St., Philadelphia 7, Pa. 


BOSTON LOS ANGELES 
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have discussed the above article, 
(these people included hospital ad- 
ministrators, volunteer workers, 
psychologists and sociologists), has 
missed the real significance of the 
volunteer program and the moti- 
vating force that produces large 
numbers of competent, dedicated 
and effective volunteers. 

While I recognize that some vol- 
unteers are impelled by what Mr. 
Berke terms her “inner needs’... 
these are no more than the few; 
whereas, the many are recruited 
from the ranks of the young spin- 


ster business and professional 
women; the young matrons. whose 
domestic situation permits absence 
from motherly duties in her home; 
the middle-aged and even older, 
both with and without children, 
and with and without grandchil- 
dren living in her home. 

These women are not acting 
from either a subconscious, un- 
conscious or conscious ‘“mother- 
substitute complex”’. 

The impelling force that moti- 
vates these women, whether they 
be Protestant, Jewish or Catholic, 
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. Automatic welding for 

uniform strength without rough, 

uneven surfaces. 

2. Double-baked, multi-coated 
plastisol covering — for longer life. 

3. Superior Piating — Metro does its 

own plating, to insure 

undivided responsibility and 

guarantee the best plating job. 


Although Metro’s new Sani-Stack Racks are 24 times tougher and stronger 
than any on the market, they're smooth as silk. Sani-Stack Racks are so 
smoothly finished that they won't scratch expensive table and counter tops. 
Metro hammers every corner for smoothness. Advanced ‘‘sled-runner’’ base 
design glides Sani-Stack over any surface. And, flush, butt welded joints 


complete the “no scratch” picture! 
Costlier Construction? You Bet! 


Competitively Priced? And How! 


Delivery? Immediate! 
Your Metro dealer will be pleased to point out Sani-Stack’s many exclusive 
features. Call him now! Only then will you really know how much more 
you get for your money when you specify “Sani-Stack”. 


A FEW OF THE MANY SANI-STACK FEATURES 


2 in 1 straight eight ng 
stee! frame—gives 2' strengthens sides, prevents 
times more strength than | distortion even under 
ordinary racks. roughest service. 


Metro ‘bows’ 


prevents twisting 
out of shape. 


3 way ‘‘no scratch’’ picture. 


quality products of 
METROPOLITAN WIRE GOODS CORP. 


N. Washington St. & George Ave., Wilkes-Barre, Pa. 


See our exhibit at National Restaurant Show, Chicago, booth A-20. 


is an abiding love for their fellow- 
man and a desire to contribute 
something of themselves in aid of 
them. The administrator of a large 
and prominent hospital located in 
the southwestern part of the 
United States describes the volun- 
teers with whom he works and 
with whom he has come in con- 
tact, as “a person demonstrating 
an unselfish attitude who wishes 
to assist her fellowman according 
to the parable of “The Good Sa- 
maritan’.” This administrator de- 
scribes her functions as follows: 

“1. She can assist measurably 
to improve employee-management 
relationships, wherever there is a 
proper employee orientation to the 
objectives of the auxiliary. It has 
even lead to a full-time employee 
becoming an auxiliary member 
and wearing both the auxiliary 
and full-time hospital employee © 
hats simultaneouly. 

“2. She may act as the psycholog- 
ical stabilizing influence who pre- 
pares the patient to receive the 
doctors’ and nurses’ ministrations. 


' With her chain of events of serv- 


ice, kindness and understanding, 
she is a link between hospital and 
patient, including as well, the pa- 
tient’s family. 

“3. She may gather and report 
very vital and pertinent informa- 
tion to apprize the hospital ad- 
ministrator and hospital staff of 
community displeasure or non- 
understanding of the _ hospital 
problems. Here her role of diplo- 
mat is evidenced, as she becomes 
a sort of ambassadress ‘without 


| portfolio’—and lastly, 


“4. She renders much-needed, 
gratefully accepted, financial as- 
sistance through her varied ven- 
tures in money-making projects. 
Here she has amazed her families 
and her professional career-sisters 
with her phenomenal success in 
almost every business venture in 
which the auxiliary, wherever op- 
erating, has engaged.” ... 

“But be it emphatically stated 
that she is not a borderline psy- 
chotic, seeking escape from a re- 
calcitrant ‘Libido’—nor Lady 
Bountiful, doing penance for a 


frivolous youth—rather she is a 


combination of natural determina- 
tion and super-natural asceticism.” 
—Mnrs. T. E. MOSHEIM, volunteer 
librarian, St. Joseph’s Hospital, 
Houston, Tex. 
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[Advertisement] 


Take a Close Look at Hospital Injectables 


Reading time: 2 minutes 


There is little doubt that disposable equipment has 
assumed great importance in the modern hospital. Cer- 
tainly, no hospital administrator would dispute the fact 
that disposable items such as knife blades, blood lancets, 
urine collection bags, catheters, and enemas all help 
increase efficiency and, often, cut costs. 

On the other hand, much can be said for equipment of 
a more permanent nature. Personnel have usually had 
experience with it. There’s no need for constant re-or- 
dering; the cupboard is rarely bare. 


You can have both 


The advantages of disposable and permanent equip- 


ment do not necessarily have to be separate and distinct. 
In the TUBEXx® closed-system of injectables, for example, 
- the best features and advantages of both are combined. 
The system comprises a durable, finely made syringe and 
a disposable cartridge (glass) and needle unit containing 
a pre-measured dose of medication. | 
Injection with TUBEX simply requires that the proper 
pre-filled cartridge-needle unit be selected, inserted in the 
syringe, and aspirated. After the injection has been given, 
the cartridge-needle unit is discarded; the syringe is ready 
to use again ... and again... and again... | 
The benefits that the TUBEx system brings to hospita 
personnel, and the contributions that it makes to hos- 
pital efficiency and the welfare of patients, are impres- 
sive. Consider, if you will, the following examples. 


1. Accurately measured dose assured 
2. Danger of giving wrong drug reduced 

Each sterile cartridge-needle unit contains an accu- 
rate, clearly labeled dose. Therefore, the nurse no longer 
must measure out doses as before—perhaps from an 
often-used, possibly contaminated multiple-dose vial. 
She runs little risk of administering an inaccurate dose 
or, worse yet, the wrong drug entirely. Obviously, the 
less chance for error the fewer the number of mal- 
practice suits. 


3. Efficiency of Central Supply increased 
4. Breakage losses reduced 

TuBEX cartridge-needle units are pre-sterilized; the 
needles pre-sharpened. This means that Central Supply 
can turn its attention to duties other than the time- 
consuming sterilization of syringes and the sharpening 
and sterilization of needles. It also means that breakage, 
which invariably accompanies these operations, and 
which raises the hospital’s costs, is drastically reduced. 


5. A source of hepatitis eliminated 
6. Contact sensitization minimized 


TUBEX cartridge-needle units serve for a single injec- 
tion only. There can be no contaminated needles to 
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transmit serum hepatitis or other diseases. Also, because 
there is virtually no chance for spillage, the nurse rarely 
comes into contact with drugs that might produce derma- 
titides or be absorbed to cause even more serious effects. 


7. Inventory control simplified 
8. Narcotic security tightened 
The TUBEX system requires only two parts, half as 
many as the “conventional” system. 
TUBEX System: cartridge-needle unit, syringe 
Conventional System: plunger, barrel, needle, 
medication 
There are fewer records to keep. Inventory control, 
therefore, is more accurate and efficient. As inventory 
control becomes more accurate, narcotic security auto- 
matically tightens. 


9. Patients react more pleasantly to injections 
10. Most commonly used drugs available 

The most obvious.direct benefit that the TUBEX system 
provides for the patient is a relatively painless injection, 
the result of a fresh, pre-sharpened, single-use needle. 
Since most common) drugs—and many uncommon ones 


as well—are available in TuBEXx form, the majority of 


hospital patients can benefit from the TUBEX system. 


11. Accounting made more efficient — 
12. Billing made more accurate 

Since each cartridge-needle unit contains a single, 
pre-measured dose, the amount of medication, includ- 
ing narcotics, that is given a patient is readily ascertain- 
able. Hence, accounting is facilitated and the proper 
charges to the patient can be made accurately and easily. 


In summary 

As you can see, adoption of the TUBEX system can have 
far-reaching effects. Efficiency and morale of the staff 
are improved. Labor costs—currently about 70 cents of 
every dollar spent by the hospital—are markedly reduced. 
Accounting, billing, and inventory control are made 
more accurate. The risk of malpractice suits is mitigated. 
The well-being of patients is enhanced. 

The TUBEX system can presently supply more than 75 
per cent of injectables commonly administered in hos- 
pitals. And medications not yet available in TUBEX form 
can be administered by means of empty, sterile cartridge- 
needle units. Thus, the TuBEx system is capable of 
meeting every need for injectables. 

The TuBEX system is already in wide use. To learn 
more about the many benefits that the TUBEX system can 
bring to your hospital, please see your Wyeth Territory 
Manager or write to Wyeth Laboratories, P.O. Box 
8299, Philadelphia |, Pa. 
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What every Hospital Administrator should 
know about A‘S‘R STERISHARP blades 


Q. How can I be sure SteriSharps come to me 100% sterile? 


A Test them in your own laboratory. We will be happy to 
* send you a detailed —— of our sterility testing 
« methods. 


QO. Can SteriSharps be re-used? 


Whatisa SteriSharp? 


A It is a sterile-packed surgical 

* blade made from a special alloy 

of extremely hard stainless steel. 

Like all stainless-steel surgical 

instruments it will not rust or 
corrode in hospital use. 


After their work in the Operating Room, SteriSharps 
; | tainl teel? * can be autoclaved and distributed to Pathology and 
Aren't all sterile-packed blades made from stainless stee departments. 
No, only SteriSharps. All others are made from ordinary 
carbon steel which rusts, corrodes and dulls quickly 
when autoclaved or kept in solution. QO. 


How do SteriSharps compare in cost with other sterile 
packed blades ? 

Are SteriSharp blades sharper than carbon steel blades? A ¢ SteriSharps cost less. 

Yes. SteriSharps’ imported high-chrome alloy Swedish 

steel is hardened, tempered, ground and sharpened under Q. 
processes developed by A-S-R to give it a sharper, longer 

lasting cutting edge. x. 


How do SteriSharps compare in cost with ordinary carbon 
steel blades ? 


SteriSharps do away with jars and solutions and eliminate 
blade waste. In addition, the greater durability of stainless 
steel means longer blade life. Surgeons report that during 


Can I autoclave the sealed SteriSharp packet? | 
procedures where extensive cutting is required, one Steri- 


(O 


A Yes. Neither autoclaving nor dry-heat sterilizing harms Sharp does the work of as many as six ordinary carbon 
e the packet or the blade inside. This means you can include steel blades. Hospitals using SteriSharps report dollar 
any number of SteriSharp packets on the instrument tray. savings of 25% and more over conventional nonsterile 

The sterile nurse can then open blades as needed. And all carbon blades. : 


unopened packets can be returned to stock. 


Q. Do SteriSharps come in all 


Can I autoclave SteriSharp blades out of the packet? standard sizes and fit all stand- 


Yes. Unlike carbon steel blades which blacken, rust and ard handles ? aie 

lose their edge when autoclaved, SteriSharp blades can - Yes. In addition, when you oe 

be autoclaved repeatedly without damage. Thus, Steri- caste toe SteriSharps, you —— 
Sharps which have been opened but not used can be will receive FREE as many ve 
returned to stock. This eliminates blade waste. SteriSharps stainless-steel dispensers as you 4 

can be stored indefinitely without harm. need for your O.R. suite and 


other blade-using departments. 
How does A-S-R make sure that SteriSharps are 100% 


sterile ? 


(O 


e How can I find out more about SteriSharps? 


SteriSharps are ultrasonically cleaned before packaging. 
The packets are sealed securely and are heat-sterilized 
at a time-and-temperature cycle well above highest 
hospital requirements. Each lot is sampled twice, and 


Write: A-S-R HOSPITAL DIVISION, DEPT. H, 380 MADISON 
© AVENUE, NEW YORK 17, N. Y. 


> 


In Canada—aA-S-R HOSPITAL DIVISION, 2055 DESJARDINS 


blades are tested for sterility by A-S-R’s own bacteriolo- AVENUE, MONTREAL, CANADA 
Each lot is also Literature and samples for your evaluation available 
Case ee eye upon request. If you have further questions—ask us. — 


Ster Stainless-steel surgical blade 


precision products | 
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UTENSIL 


-WASHER-SANITIZER 


Protects patients and personnel against cross 
contamination - - dependably and at less cost. 


Prevention of cross contamination from patient utensils is 
accomplished rapidly, automatically and at reduced cost with the 
new American Utensil Washer-Sanitizer. The powerful detergent 
wash, double rinse and steaming cycles are completed in 22% 
minutes . . . with no attention from nursing personnel other than 

loading and unloading. Three sets of utensils are processed in two 
loads. 


The American Utensil Washer-Sanitizer is economical to install 
and pleasant for nursing personnel to use. It assures uniformly 
high standards of cleaning and sanitizing by eliminating the 
possibility of human error ... and, its modest cost is more than 
justified by the saving in personnel time alone. 


The American Utensil Washer- 
Sanitizer is available with clean- 
up counter or as the free-stand- 
ing unit shown above. 


For complete information on this improved utensil 
technique, write for bulletin SC-321-R. 


ERIE* PENNSYLVANIA 
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A M E R | * A N World’s Largest Designer and Manufacturer of 


Sterilizers, Surgical Tables, Lights and 


STE R I LI z E R | related hospital equipment 
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sewwice from headguarters 


headquarters. Quantity prices are: 

The Most Important Building in 
Town. 100—$7.20; 500—$27; 1000 
—$46.80. 

Giving For Less. 50—$2.40; 100 
— $4.80; 500—$18; 1000—$31.20. 

Of Apples and Oranges and Hos- 
pitals and Hotels. 10 cents each; 
50—$4.25; 100—$8; 1000—$75; 
5000—$325; 10,000—$50. 

Your Hospital Bill. 1-499, $8 per 


Fund-raising booklets 


Does the American Hospital Associ-— 
uion have any booklets available 
which are suitable for distribution to 
the community during a_ hospital 
fund-raising drive? 


The following publications are 
suitable for use in a fund-raising 
campaign and are available from 
the American FEiospital Association 


RAPID in DESTRUCTION 


of commonly encountered 
VEGETATIVE BACTERIA 


FREE FROM PHENOL (CARBOLIC ACID) AND MERCURIALS 


BARD-PARKER 


CHLOROPHENYL 


This Powerfully Efficient 
Instrument Disinfecting Solution for 


WARD — OFFICE — CLINIC IS... 


Non-corrosive to metallic instruments 
and keen cutting edges 


CHLOROPHENY! 


Non-injurious to skin or tissue 


Free from unpleasant-irritating odor 


Non-toxic—stable for long periods 


Potently effective even in the presence | 
of soap 


Inexpensive to use 


Ask your dealer 
BARD-PARKER COMPANY, INC. 


BP DANBURY, CONNECTICUT 


A DIVISION OF BECTON, DICKINSON AND COMPANY 


B-P INSTRUMENT CONTAINER No. 300 
Accommodates up to an 8” instru- 
ment. ideally suited for use with 
Bard-Parker CHLOROPHENYL 


B-P and CHLOROPHENYL ore trademarks 


ALL BARD-PARKER SOLUTIONS CONSERVE THE BUDGET DOLLAR 
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100; 500-999, $6.80 per 100; 1000 
or more, $6 per 100. : 

Do You Know Your Hospital. 1- 
499, $6 per 100; 500-999, $5.10 per 
100; 1000 or more, $4.50 per 100. 

The above publications may also 
be imprinted with the hospital’s 
name. (Minimum imprinting 
charge is $5. Quantity imprinting 
charge is $5 per 1000 for each pub- 
lication ordered.) MARJORIE M. 
LAWSON. 


Formulary service available 


Does the American Hospital Asso- 
ciation publish the “American Hospital 
Formulary Service”? 


The American Society for Hospi- 
tal Pharmacists is responsible for 
publishing the ‘“‘American Hospital 
Formulary Service.’ Although the 
American Hospital Association has 
“approved in principle the formu- 
lary service of the American So- 
ciety of Hospital Pharmacists,”’ it 
does not play any formal part in 
the production, publication, man- . 
agement, etc., of the service. 

To order this service, write to 
American Society of Hospital! 
Pharmacists, The Hamilton Press, 
Hamilton, A. OppIs 


Inhospital medical education 


How should funds be provided for 
continuing medical education? What 
role should the board of trustees play 
in evaluating the educational pro- 
gram? How can the board know of 
the activities of the program? What 
means do the board members have 
for evaluating the program? 


Before answering the question 
of providing funds for continuing 
medical education, it is necessary 
for the hospital, through the board 
of trustees, to establish an objec- 
tive for the organization. If the ob- 
jective or goal for the hospital is to 
provide education as well as med- 
ical facilities for ‘the community, 
then it is important for the hos- 
pital to consider the cost of this 
education in its budget just as it 
would consider adding a service 


The answers to these questions should not be con- 
strved as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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-FLEET°ENEMA 

Disposable Unit 
has a two-inch 
rectal tube' 


A rectal tube, inserted over two inches, | 
may catise tearing of the mucosa or perforation,? 
; For safety and efficacy, insist on 
ENEMA Disposable Unit with the 
-yeetal tube,? Each hand-size, squeeze bottle, 
contains per 100 cc, 16 Gm. sodium biphosphate 
and 64m. sodium phosphate. Adult Size, - 
oz... .. Pediatric Size, 244 oz. 


Also gentle, prompt, thorough : .. PHOSPHO-S5S0DA 
( Fleet), saline laxative of choice... . 48 Gai. sodium 
biphosphate, 18 Gm. soditum phosphate per 100 ce. + | 


References: 1, Pratt, J. and Jack- 
man, Proc. Stall Meeting, Mayo 
Ciinke 20277, 1945: 2. 
bowel as result of an enema”, Froch, H, Cy 
Obst. & 74:146, 1957. 3. Bookmiller, R. N, afd Bower, “Tent, 
book of Obst. and Obst. Nursing”, 3rd Bd., Saucers, tees 


B. PLERT CO., INC.., Lynchbath Virginia 


For Your Hospital and Surgical Supply 

Dealers distribute FLEET® ENEMA Disposable Uniti under 4 
the brand name BARDIC®. .. may De purchased. 
patient-care in the diversified range-of BARDIC, Pi 
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such as dentistry. If the board 
feels this is the approach the hos- 
pital should take, then continuing 
medical education becomes the 
function of the hospital for which 
the board is responsible. 

If the board is responsible for 
all functions of the hospital, it is 
then placed in the position of eval- 
uating the medical education pro- 
gram. Just as the board must 
evaluate patient care rendered in 


hospitals even though they them- | 


selves may not be doctors, it is 
essential that they evaluate con- 


tinuing medical education. The 
way this may be accomplished is 
by appointing some medical staff 
member to be in charge of the 
program. This person may be 
given the title of director of medi- 
eal education and, in turn, be re- 
sponsible to the board of trustees 
or the administrator. The director 
of educational activities should 
submit regular reports to the board 
of trustees as to the activities be- 
ing performed in the program, the 
enrollment, the attendance, and 
clinical aspects of curriculum, etc. 


NURSE CALL-TV-RADIO! 


Don’t Buy Separately! 


NOW GET ALL 3 IN A SINGLE PILLOW SPEAKER 


GET MORE FACTS 


Contact your 
| DAHLBERG 


With No Cash Outlay! 


Why lay out needed cash for a single unit? Right now, discover how 
Dahiberg gives you Nurse Call /TV/Radio in ONE INSTALLATION 

. . and you lease it ! Contact your Dahlberg 
representative today ! 


NURSI-PATIENT INTERCOM ... 
alwoys operative through Pillow 
Speaker. No other bedside inter- 
com equipment! 


WORLD'S ONLY 


All-In-One 
TELEVISION .. tations received . 
through Pillow “Specter tes SPEAKER-MICROPHONE 
pital-originated TV shows! Patients Talk-Listen Nees 
with nurse. Select, pea 
hear TV and Radio. 
Quiet! Efficient! 


DON’T BUY SEPARATELY! LEASE! 
DAHLBERG All-In-One NURSE CALL /TV/RADIO 
Yes, you can afford this system! Dahlberg installs, 
services and maintains, all on exclusive no down pay- 
ment, no capital investment Lease Plan! Your hospital 


can actually operate this system at a profit from the 
very first day! 


RADIO, TOO! in same Pillow 
Speaker! Local stations, plus closed- 
circuit hospital station. 


DAHLBERG, | 
Golden Valley, Minneapolis 27, Minnesota 


I'm interested in your all-in-one Nurse Call /TV/Radio | 
and how it can be leased with no cash investment. | 
Please contact me with full particulars. | 


Nome 


representative 


THIS on NO 


City State 


These statistics will enable the 
board to evaluate the program in 
terms of budget and in terms of 
curriculum coverage. 

If the board does not feel that 
this is a function of the hospital, 
they can, perhaps, persuade the 
doctors to support a continuing 
medical education program for 
themselves. If this is the board’s 
reaction, I personally feel that the 
hospital should provide meeting 
space and cooperate with the doc- 
tors in their effort. Because it is 


a function that is being performed 


within the hospital, the board will 
still require reports routinely on 
the progress of the educational 


program. 


If the hospital provides support 
for an educational program, it has 
much better control over the total 
project.—JACK W. OWEN 


Women on the board 


Would you briefly describe the 
major criteria for selecting members 
of the governing board of a voluntary 
general hospital? Is there any particu- 
lar reason why a woman would not 
be a wise choice? 


There is no reason, in my view, 
why a women could not serve on 
the governing board of a voluntary 
general hospital. Many hospitals 
do have women members of their 
boards and some even have boards 
made up exclusively of women. 

The major criteria for choosing 
board members of a voluntary gen- 
eral hospital are the following: 
that they have a sense of dedica- 
tion; have given evidence of com- 
munity responsibility; have com- 
petence in their own vocation 
which will assist the hospital in 
fulfilling its functions and duties, 
and that as many different fields of 
activities as possible are drawn 
upon in making up the hospital 
board. 

The function of a governing 
board is: to develop policy; to 
oversee the financial program of 
a hospital; to appoint the medical 
staff; to tell the community how 
the hospital services its citizens. 

Membership on a hospital gov- 
erning board is a purely local mat- 
ter and each hospital must decide 
for itself how its board shall be 
constituted. It is the person who is 
important, not the group he or she 
may represent.—HIRAM SIBLEY 
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QUALITY 


ACCURACY —— 


DILUPETTE 


BLOOD DILUTING PIPETTES 


Check your distributor 
for special 
introductory offer 


PLUS REAL ECONOMY 


- QUALITY YOU CAN COUNT ON 
DILUPETTE offers the high-standara performance you ex- 
pect from a manufacturer with years of experience making 
precision thermometers, syringes, and — laboratory 
equipment. 
Automatic new production methods enable the manufac- 
ture of highly accurate, low-cost red or white cell pipettes 
of unprecedented uniformity and strength. 
® constant-gauge, corrosion-resistant glass, thickened at 
points of stress 
@ permanent, black scale markings and white background 
of heat-fused ceramic pigment 
®@ specially annealed to eliminate internal strains and 
minimize breakage 


GREATER ACCURACY ADDED | 
DILUPETTE accuracy is within the limits of +1%, far 


exceeding N.B.S. specifications...usefulness is extended 


beyond the blood count to other laboratory micro-dilutions. 
Rigid quality control checks guarantee uniformity of 
pipette and performance. 


SAVINGS MULTIPLIED 

Built-in extra strength, permanency of graduations give 
you a longer-lasting’ pipette... DILUPETTE provides the 
greater accuracy of more expensive pipettes at no addi- 


tional cost. 

. and only DILUPETTE has the HYDRO-CATOR Bulb, a built-in indi- 
cater providing clearly visible evidence of dryness. The bulb 
appears lightly frosted when completely dry but transparent when 
moisture is present. 


[B-D] BECTON, DICKINSON AND COMPANY, ruraceror, new sense 


B-D, DILUPETTE AND HYDRO-CATOR ARE TRADEMARKS OF BECTON, 
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NEW 


USE TUBI 


SQUEEZE / 


‘LU 


SURGICAL 
LUBRICANT 


5 GRAM TUBE FEATURES 
STERILITY— 


Minimizes cross-contamination 
CONVENIENCE— 


Snap off the tip and it’s ready to use 


ECONOMY***— 


Low unit cost of single-use tube may 
be added to patient’s charge. 


***Special hospital prices are available upon request. 
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Also Available 
2 oz. and 5 oz. Tubes 
Sterile 
Transparent 
Nonirritating 
= Adheres firmly 
to instruments 
@ Washes off easily 
w No unpleasant odor 


w Suitable viscosity for 
optimum lubrication 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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New +6500 Keysort Data Punch 
... today’s only machine that 
automatically imprints and codes 
Original records in one operation 


Located at each nursing station, the new, 
designed-for-hospitals Keysort Data 
Punch saves valuable time for nurses in 
preparing service-department requisitions 
and chart forms. Simultaneously tmprints 
and code-notches patient information and 
statistical categories (such as nursing 
station or clinic, accommodation, profes- 
sional service, class of payment and nameor 
room number) onto mechanically -sorted 
Keysort Requisition-Charge Tickets. Far 
faster, more legible than hand-written 
records. 

The Keysort Data Punch speeds requisi- 
tions to service departments and charge 
tickets to the business office . . . facilitates 
return of findings to nursing station... 
ensures fast, accurate, more complete 
analysis of service-department activity 
and income. | 

Learn how today’s low-cost Automatic 
Keysort System—as implemented by 


the: Keysort Data Punch, Requisition- 


Charge Tickets and Tabulating Punch— 
can speed timely reports to your desk 
. . » give you the kind of administrative 
controls which make possible better 
patient care. 

The nearby Royal McBee Representa- 
tive will be glad to demonstrate this 
unique system’s exclusive advantages. 
Phone him, or write us for illustrated bro- 
chure S-442. Royal McBee Corporation, 
Data Processing Division, Port Chester, 
N. Y. In Canada: The McBee Company, 
Ltd., 179 Bartley Drive, Toronto 16. 


ROYAL M°cCBEE 


data processing division 
NEW CONCEPTS IN PRACTICAL OFFICE AUTOMATION 
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Hypodermic er 


Not expect such quolity at prices : 
so low. VERITY syringes have — 
been proven in use. 

The guaranteed lifetime calibra- 
tiens are permanently fused into — 
the double-annealed glass. 
The ability to withstand repeated — 
steridzaiion . . . without discoler- 


sizes . . . interchangeable or 

The sure ft, no leak fit and the — 
extra strength precision tips. 


FREE: write mercer today 
for fascinating history of the 
hypodermic syringe and also 
samples for your own test 
purposes. Verity syringes ore 
sold only through accredited 
supply houses. 


York 3, N. Y. 
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MOST EXTENSIVE 
CLINICAL AND 
EXPERIMENTAL 
BACKGROUND 


*Highly Purified 


Experience: Longest history of 
use in practice. | 


safety: A record of over 8 
years of continuous treatment 
in a group of patients without 
serious effects. 


Efficacy: Rapid onset of 
action—effects sustained up 
to 72 hours. 


Convenience: HP*ACTHAR Gel 
is the only ACTH which can be 
given subcutaneously— 


intramuscularly—intravenously 
(by infusion) 


ARMOUR a, 5 cc. vials of 20, 
in a disposable syringe 
form, in a potency of 40 , 
HP*ACTHAR Geli is the Armour 
Phar.naceutical Company brand 


80 U. S. P. Units per cc. 
U. S. P. Units per cc. 
of purified corticotropin—(ACTH). 


ARMOUR PHARMACEUTICAL COMPANY - KANKAKEE, ILLINOIS 
. A Leader in Biochemical Research 
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Norse, 
“1 doctor be here? 


Executo 


Add AUDIO 


to your present 


VISUAL call system 


of corridor domelights 


He's expected 


shortly, 
Mrs. Jones 


ne’s DEPENDABLE Audio-Visual | 


Nurse Call System Cuts Foot Travel in Half! 


Easily and quickly added to your present visual domelight 
system, Executone frequently uses existing conduits or 
raceways—providing you with a modern Audio-Visual 
Nurse Call System! All accomplished with no interruption 
of service during installation! 


Many hospitals—old and new—are discovering the econo- 
my and efficiency of Executone’s Audio-Visual system. 
More patients are handled with less effort, in less time! 
One hospital reports that Executone has reduced operating 
costs 8% per bed. /t is an invaluable aid in relieving the 
nurse shortage. 

By pressing a bedside button, the patient activates signals 


at three locations—chime and light on nurse’s control sta- 
tion, corridor domelight, buzzer and light on duty stations. 


The nurse presses key to reply. . . Executone’s Call Sys- 


tem may be installed complete, added to existing dome- 
light systems, or installed without domelights. 


HOSPITAL COMMUNICATION SYSTEMS 
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Just off the press! 


“Better 
Patient Care” 


How Executone communica- 
tions help hospitals improve 
patient care and make maxi- 
mum use of nursing time and 
skills. Includes a summary of 
time and motion studies of 
Executone Audio-Visual Nurse 
Call Systems made by the Surgeon Generals’ offices of the 
Army and Air Force. Also described and illustrated 

are Doctors’ Paging Systems, Bedside Radio-Sound Systems, 
Departmental Administrative Systems. Send in the coupon 
below for your compiimentary copy. 


EXECUTONE, INC., Dept. 415 Lexington Ave., New York 17, N.Y. 
Without obligation, please send me a complimentary copy of “Better 
Patient Care.”’ 


Name... 


wy | 
—— 


A 


City State 
In Canada: 331 Bartlett Avenue, Toronto 
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How 


DETERGENT DISINFECTANT 


fights 
staph 
infection 
yet cuts 
labor costs 
as much as 


@ Lehn & Fink Products Corporation 1958 
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ital 


Cuts labor cost 47% 
(by mop-and-pail method) 

Comparative time studies of Ter igs vs. con- 
ventional method of washing and disinfecting 
using mop-and-pail technics reveal that one- 
step Tergisyl method reduces the man-time 
required by 47%. Actual time saved was 25 
minutes per 1,000 square feet of floor area 
—a labor saving of 125 man hours or 15 
man days per week in a 300-bed hospital. 


Cuts labor cost 22% 


vacuum 


<r studies of Tergisyl vs. conven- 
tion machine scrubbing-vacuum pickup, fol- 
lowed by mop-and-pail application of disin- 
fectant, reveal that one-step Tergisyl method 
reduces the man-time required by 22%. Ac- 
tual time saved was 23 minutes per 1,000 
square feet of floor area —a labor saving of 
20 man hours or 242 man days each week in 
areas of heavy soil in a 300-bed hospital. 


material cost 5% to 
ei 
of cleaning and effi- 


ciency of Tergisyl vs. conventional method | 


showed greater cleaning ability for Tergisyl 
than the detergent previously judged accept- 


able by the hospital. “Before” and “after” 


bacteriological tests confirm Tergisyl’s bacteri- 
cidal, fungicidal, and tuberculocidal efficiency. 


* Details available on request. 


Plan to put Tergisyl to work right away 
controlling Staph in your hospital. 
Write for 24-page indexed booklet with 


Better Staph control 

with less effort How to apply 
truly aseptic technics to more and more 
areas of hospital housekeeping — with- 
out involved procedures and increased 
labor costs—is a perplexing problem for 
hospitals of every size. But avoiding ac- 
cumulations of dust, and stopping 
movements of dust on which infectious 
organisms can “travel,” has become an 
important must in preventing the spread 
of Staph. Lehn & Fink’s Tergisyl™ de- 
tergent-disinfectant provides a practi- 
cal means of solving this problem. 


“Infection” Committee Frequent and 


thorough use of Tergisyl, with known 
bactericidal, fungicidal and tuberculo- 
cidal activity, can do a great deal 
towards eliminating air-borne bacteria 
and cutting Staph infection to a min- 
imum. 


Surgical Staff and O.R. Best defense 
against Staph is careful attention to 
complete environmental asepsis, includ- 
ing floors. Tergisyl is safe for conduc- 
tive floors and is Underwriters’ Labo- 
ratories approved. 


Administrator For every 100,000 | 
square feet of floor space now cleaned 
and then disinfected by man-and-mop- 
and-pail, you can save as much as 5 
man days per week, or 40 man hours, 
by adopting the — Tergisyl 
method. 


Housekeeper Complete twice the 


work in half the time—and save money 
on both labor and materials. One-step 
Tergisyl cleaning—which includes de- 
pendable disinfection — requires little 
instruction. No rinsing needed. - 


Purchasing Agent By standardizing 
on Tergisyl™ detergent-disinfectant 


_ you will cut costs of cleaning and disin- 


fecting supplies and simplify inventory 
control. 


Best test of Tergisyl’s labor-saving ad- 
vantages is use in your own hospital. 
Please try it. We will be glad to help 
you with any infection problem you 
have. Technical assistance is available 
to your Committee on Cross Infection 
or to individual department heads on 
request. Just write: 


Lehn & Fink @ Professional 
PROOUCTS CORPORATION 
445 PARK AVENUE. NEW YORK 22. NY. 


SPECIALISTS IN ENVIRONMENTAL ASGEPSIS 
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RRO complete suggestions for use in 
| f the hospital 
every crea o ospital. 
“97. Free samples sent on request. 


— Another look at ‘“‘medicare”’ 


WO RECENT changes in the 

“medicare” program have re- 
duced considerably the scope of 
hospital service available to de- 
pendents of servicemen under a 
‘“‘medicare’”’ permit. 

The changes, which became ef- 
fective Oct. 1, 1958, curtailed the 
use of civilian hospital facilities 
by dependents residing with mem- 
bers of the armed services. Cer- 
tain conditions formerly covered 
under the program were also no 
longer ‘authorized. 

These changes can best be un- 
derstood against a background of 
fundamentals of the 
program. With that in mind, basic 
responsibilities of the program are 
outlined here. 

1. The admission of a dependent 
of a serviceman to a civilian hos- 
pital does not automatically qual- 
ify the patient for ““medicare’”’ ben- 
efits, nor does it make payment of 
the claim legal. The dependent 
must be eligible for care in a ci- 
vilian hospital; the condition for 
which the patient was admitted 
and the services rendered must 
qualify as “authorized care’’. The 
care rendered to the dependent 
must also be billed in the pre- 
scribed manner on the appropriate 
form, and the information record- 
ed on (or attached to) the form 
must also be adequate to permit 
payment of the claim. 
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editorial notes 


2. Fiscal agents who pay “‘medi- 
care” claims operate under a prime 
contract negotiated in each case 
with the U. S. government. While 
the conditions under which the 
program is administered are set 
up by the government, the prime 
contract is the “‘control’’ document, 
once the program is operating. 

3. Since each prime contractor 
must perform according to the 
terms of his contract, payment of 
a claim cannot be made on the 
basis of whether the patient needs 
or would benefit from hospital 
treatment. Instead, 
based upon whether or not the 
hospitalization meets the criteria 
for “authorized care”. Similarly, 
for both legal and administrative 
reasons, the payment or denial of 
a physician’s claim does not carry 
with it an approval or denial of 
the corresponding hospital claim. 

Informational materials will con- 
tinue to be released to those in- 
volved in the “medicare” program. 
When there is a conflict in the 
information released by prime 
contractors or the government, 
hospitals must rely on information 
or instructions received from the 
fiscal agent responsible for the 
payment of hospital claims. 


—The administrative reviews 


a YEAR this Journal presents 
specially prepared summaries 


it must be. 


of hospital literature published 
during the preceding year. These 
Administrative Reviews are pub- 
lished to help the hospital ad- 
ministrator keep abreast of de- 
velopments in the numerous 
hospital-related fields with which 
he must be acquainted. 

From year to year new subject 
categories may be added as trends 
in hospital affairs create new bod- 
ies of literature. This year, for 
example, the new category of Hos- 
pital Infections has been added, in 
recognition of the great number 
of discussions and articles on this 
subject during the past year. 

For the second year, in an 
awareness that hospital field sup- 
pliers also make worthwhile con- 
tributions to hospital literature, the 
Administrative Reviews Issue in- 
cludes a carefully selected list of 
references available from com- 
mercial sources. These references 
appear in the Product Literature 
section on page 146. To obtain 
any of the publications listed, the 
reader simply circles the appropri- 
ate numbers on the _ prepared 
postal card that appears on page 
173 and drops it in the mail. 

We hope that some measure of 
success has been achieved in pre- 
paring the Administrative Reviews 
for publication in a manner that 
will make best use of the admin- 
istrator’s limited reading time. 
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TION 


ANNUAL 
ADMINISTRATIVE 
REVIEWS 


| 


BOOKS and periodicals of the health field are conveniently arranged 
for reference and study in the comfortable surroundings of the Li- 
brary of the American Hospital Association, Asa S$. Bacon Memorial. 


25 summaries 
of the 1958 literature 
in 25 areas 


affecting hospitals 
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EW PEOPLE—except perhaps the mail- 

man—know the enormous amount of 
reading material received daily by hospital 
administrators. Reading this material, or 
even scanning it, may seem to be a time- 
consuming chore—but it is a very im- 
portant and potentially rewarding chore. 
As Ray Amberg noted in his column “Your 
President Reports’ (April 1 issue of this 
Journal), “ ... if you do not read, you 
become intellectually as well as profes- 
sionally dead. The advice, therefore, is 
to read.” 

The primary purpose of this special 
issue of the Journal is to help administra- 
tors meet their reading assignments as ef- 
ficiently as possible. A secondary purpose 
is to provide in one issue comprehensive 
summaries and helpful references in 25 
specific areas covered in the 1958 health 
field literature. 

The administrative reviews (or sum- 
maries) in this issue are arranged alpha- 
betically. They have been prepared by 
authorities in the health field who have 
taken the time to examine thoroughly the 
bulk of the literature published last year 
in their assigned areas. This material has 
been appraised and then distilled into a 
discussion and commentary on major de- 
velopments in each of 25 selected subjects, 
as they were reported and described in 
the 1958 literature. 

Each administrative review has three 
sections: Introduction, Current Practices 
and References. The introduction material 
is brief. It features basic material selected 
to provide a background for the discus- 
sion that it precedes. Section two, the 
Current Practices section, details high- 
lights in the literature for 1958 that are 
related to the subject of the review. 

The third part of the administrative 
reviews is the reference section. Here can 
be found the sources for statements made 
in the administrative review. The refer- 
ences also include a list of supplementary 
reading material that may be of help to 
the reader interested in obtaining more 
detailed or supplementary information. 

Each book reference cites, in order: 
author, title, city, publisher and date of 
publication. The periodical references in- 
clude the author, title of article, name of 
journal, volume number, initial page and 
date of publication—except in a few in- 
stances where all of this material was not 
available. Abbreviations used for the 
names of periodicals in the reference ma- 
terial follow the style used in the Hospital 
Literature Index, published semi-annually 
by the American Hospital Association. 
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ANNUAL 
ADMINISTRATIVE 
REVIEWS 


ACCOUNTING AND FINANCIAL MANAGEMENT 


pplication of internal controls examined 


® Ways to solve collection problems outlined 


© Inventory-keeping systems compared 


by LEROY A. STEINKE 


HE HOSPITAL of today will 
be as archaic in 25 
years as those of 1900 are today. 
This will have great bearing on 
administrative functions. There 
will be more emphasis on control 
functions to insure coordination of 
many complex areas, particularly 
the cost centers. The accountant 
will be concerned with keeping 
these areas in line. He will be 
charged with the main responsi- 


Leroy A. Steinke, C.P.A., is accounti 
consultant, Kansas City Area Hospita 
Association, Kansas City, Mo. - 
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\ 
bility of setting up new areas of 
medical care emphasis. He } will 
also share the responsibility for 


seeing that those areas no longer 


serving progessive medicine are 


not retained at previous budget 
levels.! 


CURRENT PRACTICES 


With the tremendous growth of 
the hospital industry great changes 
have taken place in hospital man- 
agement. Haphazard policies are 
no longer possible. Better people, 
better training, and better methods 
are replacing the old practices. 


Proven business policies and prac- 
tices can be borrowed from in- 
dustry and are being applied to 
develop administrative controls 
which better enable the hospital to 


reach its ultimate goal—better pa- 


tient care. Business management 
relies on the following four basic — 
elements in exercising the control 
essential to its existence: 

1. Figures on operations are ac- 
cumulated. 

2. These figures are analyzed 
and digested. 

3. They are compared with cer- 
tain norms, forecasts, targets, 
or standards where such exist. 

4. The necessary management 
actions, indicated by these 
figures, are taken.” 

Most hospitals are the bene- 
ficiary of public money, whether 
it be in the form of governmen- 
tal payments, public subscription 
drives for building programs, or 
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funds from organizations such as 
Community Chest or United Fund. 
Such being the case, the public 
has the right to expect its money 
to be used wisely and prudently, 
not extravagantly and wastefully 
A hospital should undergo a peri- 
odic examination by a properly 
qualified person who can report to 
the “stockholders” on the financial 
operation of their company. 

Audits will not prevent em- 
ployee dishonesty. Even if they 
could, the first responsibility for 
safeguarding a hospital’s assets 
and preventing theft by employees 
belongs to the hospital’s manage- 
ment. The chief accounting officer 
of a hospital is not properly dis- 
charging his responsibilities until 
he has taken all reasonable steps 
to satisfy himself that the control 
procedures in effect are satisfac- 
tory in the circumstances.4 

internal Control—Experience in 
conducting all types of enterprises, 
including hospitals, has indicated 
that where the greatest financial 
difficulties, and even bankruptcy, 
occur, much of the fault can be 
traced to inefficient accounting, in- 
adequate financing, lack of knowl- 
edge of the functions of the or- 
ganization, and lack of adequate 
internal control. Internal control is 
in reality preventive medicine, and 
a sound system of internal contro] 
applied throughout any organiza- 
tion can increase efficiency, reduce 
costs, and certainly reduce the use 
of tranquilizing drugs for frustra- 
tion.5 

Internal control usually is de- 
fined as a plan of organization 
incorporating all the coordinate 
methods and measures established 


within a business to protect its 


assets, promote operating efficien- 
cy, check the accuracy and reli- 


‘ability of the accounting data, and 


encourage compliance to  pre- 
scribed policies. 

Supervisory Responsibility—The re- 
sponsibility for supervising a sys- 
tem of internal control rests with 
management and not with the 
public accountant. The public ac- 
countant has come to rely, to a 
certain extent, upon the internal 
control of the organization he is 
auditing. The characteristics of a 
satisfactory system of internal con- 
trol would include: 

1. a plan of organization which 
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provides appropriate segregation 
of functional responsibilities; 

2. a system of authorization and 
record procedures adequate to pro- 
vide reasonable accounting control 
over assets, liabilities, revenues, 
and expenses; 

3. sound practices to be followed 
in performance of duties and func- 
tions of each of the organizational 


| departments; 


4. a degree of quality of per- 
sonnel commensurate with respon- 
sibilities.? 

internal Auditing—Internal audit- 
ing is applicable to hospitals in 
the same manner that it is to 
any other operating organization— 


profit or nonprofit. Internal audit- 


ing may be said to be an integral 
part of internal control. The pur- 
pose of internal auditing is to 
assure management that the con- 
trols are effective in operation. 
Neither a system of internal con- 
trol nor the employment of an 
internal auditor eliminates the ne- 
cessity for the annual audit by 
certified public accountants.® 

The Budget—-A budget is a positive, 
planned and disciplined approach 
to achieving the hospital’s objec- 
tives. It is a dynamic plan of action 
reflecting the type, quality, and 
quantity of services offered at 
present and proposed for the fu- 
ture, and relating to persons who 
either contribute their services or 
are recipients of them. At the same 
time, the budget is an instrument 
through which the hospital ad- 
ministrator is able to summarize 
the hospital’s services in a compre- 
hensive and integrated form ex- 
pressed in financial terms.9 

Budgets for control purposes 
should be prepared in terms of re- 
sponsibilities as depicted by the 
organizational chart. In order for 
the activities of the organization 
to be planned intelligently, co- 
ordinated properly, and controlled 
effectively, the responsibilities of 


- hospital personnel must be clearly 


defined. 
Many intangible benefits not ex- 
pressed in dollars and cents are 


realized through a budget plan. 


One of the most important is em- 
ployee morale and particularly a 
sense of belonging that comes 
through participation. Cooperation 
gains the confidence and support 
of supervisors.!!. 


Cost Anoalysis—Cost analysis is 
the process of recasting the data 
derived from the accounts ordi- 
narily kept by a hospital to obtain 
costs of services rendered. Cost 
analysis is done apart from the 
bookkeeping system and may be 
done at regular intervals or only 
on a special study basis.!* 

The time and effort expended to 
ascertain the complete cost of each 
service is good business and indis- 
pensable in sound hospital man- 
agement. Only when actual costs 
are determined can practical poli- 
cies for rates and financing be — 
established. Recognizing, isolating, 
and defining many of the so called 
“hidden costs” usually requires 
more knowledge of the activity 
than of accounting. 

Through cost finding it is pos- 
sible to adequately determine, for 
all practical purposes, the full cost 
for rendering each of the special 
services received by patients as 
well as the full costs of rendering 
room, board, nursing, and other 
general hospital services to the 
various classes of patients.!4 

Cost analysis is important not 


_ only for internal management use 


in controlling operations, but also 
for negotiations with contract pur- 
chasers of hospital service.5 

Cost of production should serve 
as the basis for establishing rates 
for services at hospitals. If an 
individual patient pays only part 
of his own bill, the balance should 
be furnished by the general pub- 
lic. Third-party agencies such as 
Blue Cross plans, insurance com- 
panies, or governmental agencies, 
should likewise pay the full cost 
of the services which the hospitals 
provide to their beneficiaries.!® 
Prepayment Problems—Currently 
the number of people with pre- 
payment coverage is increasing 
about three times as rapidly as 
the population growth. The spread 
in recent years of hospital pre- 
payment coverage to more than 
two-thirds of the population means 
that the hospital bill is becoming 
largely a community bill and that 
it is increasingly being under- 
written by the well rather than 
the sick.!? 

It would seem that the only fair 
solution to the problem of different 
costs for different patient groups 
is for the third parties to pay for 
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the actual services received by 
each individual beneficiary. In a 
way, this is a return to the rate 
structure that now exists for non- 
contract patients, since charges 
will be made on the basis of serv- 
ices received rather than on an 
all-inclusive basis. However, it 
differs from the present rate struc- 
ture in that the new rate structure 
will be determined by the cost of 
rendering the individual services 
rather than by arbitrary decision. 

Collecting the Money—The proper 
collection of monies due is an im- 
portant part of the over-all hos- 
pital operation. The hospital. must 
take steps to see that it receives 
its full share of consideration 
when patients face their outstand- 
ing obligations. Accounts receiv- 
able start at the front door, where 
hospitals have no choice of ac- 
ceptance or rejection, and end in 
an account file. This is never a 
one-man job; the full effectiveness 
of all personnel is required to 
maintain a satisfactory accounts 
receivable balance.!9 

The first place to start to con- 
trol bad debts from the hospital 
viewpoint is in the admitting of- 
fice. In order that bad debts may 
be kept to a minimum, the best 
and most appropriate time to make 
as certain as possible the payment 
of the account is before, or at the 
time of, admission of the patient. 
If this is not practical, the next 


best time is while the patient is 


_ in the house or at the time of dis- 

The patient or a member of the 
family will give all the information 
asked for at the time they are 
being admitted to the hospital. If 
_ sufficient information is secured 
upon admission, it will be very 
helpful in liquidating this ac- 
count.?1! 

The processing of insurance is 
a costly factor in the operation of 
a hospital business office. Virtually 
every business office employee is 
involved to some degree with in- 
surance. Hospitals have under- 


taken the responsibilities of proc- 


essing claims and collecting 
insurance benefits for the patient. 
One of the most important func- 
tions of the insurance section of 
any business office should be to 
keep insurance receivables at a 
minimum.22 
inventory Control—-The advantages 
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of a perpetual inventory are ob- 
vious, its sole disadvantage being 
the time consumed in keeping it 


up to date in a very busy unit. 


Those who take the view that 
inventory control is too costly and 
too troublesome forget that these 
supplies still have the same value 
as cash; in fact, they are of more 
value, since cash in itself will 
never be able to operate a hos- 
pital. 

Too frequently there is a tend- 
ency in the maintenance of inven- 
tory records not to follow the same 
rigid dollar and cents accounting 
principles that are utilized in con- 
trolling the payroll, petty cash, or 
accounts payable accounts. Un- 
fortunately, even though all figures 


- appear in the same financial state- 


ments, there may be two standards 
of reliability. 

One of the chief advantages of 
a punch-card perpetual inventory 
system is that a complete report 
of all items is available at the end 
of each week. This feature has 
made it possible to reduce the cap- 
ital investment in stores items.?6 

Not until the purchasing system, 
the accounting system, and the 
administration are tied together in 
a tight system of control does an 
inventory control take on any 
worthwhile value. Since record 
keeping is essential, hospitals will 
have to accept the heavy expenses 
of buying modern business ma- 
chinces that will process data and 
integrate it with all the data 
needed to turn out up-to-date re- 
ports. It is important when think- 
ing about an inventory control 
system to project oneself into the 
future, to get beyond such inter- 
mediate problems as a year-end 
inventory shortage, and to think 
in terms of changes that will not be 
obsolete 10 years hence.?? 

Hospital administrators must re- 
ly upon their chief accounting 
officer to bring changes and im- 
provements into the hospital which 
will facilitate financial manage- 
ment. It is generally conceded that 
the financial and administrative 
problems of the hospital will in- 
crease in the future.”8 

Role of the Professional Accountant 
As a result, today’s and tomorrow’s 
hospital, whether it be large or 
small, requires a well trained, pro- 
fessional accounting staff. The role 
of the hospital accountant is grow- 
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ing and will continue to grow in 
scope, in complexity, and in im- 
portance. The hospital accountant 
has become a rightful member of 
the hospital’s top management 
team. The financial data he pro- 
vides are essential to intelligent 
hospital administration. It is not 
enough, however, merely to report 
what has happened. The profes- 
sional accountant is called upon to 
classify what happened according 
to who is accountable or respon- 
sible, interpret how good or how 
poor that performance was, and 
explain why the performance was 
as it was.?9 
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REVIEWS 


ACCREDITATION 


© More than 1600 hospitals surveyed 


in 1958 


®* Commission urges hospitals to 
establish committees on infections 


by KENNETH 8B. BABCOCK, M.D. 


INTRODUCTION 


r YHE JOINT Commission on Ac- 
creditation of Hospitals is an 


independent, voluntary, nonprofit: 
corporation devoted to improving 


the quality of care rendered to 
patients in hospitals. Its method 
of achieving this goal is to estab- 
lish minimum qualitative stand- 
ards of patient care and then to 
invite all hospitals to surpass those 
standards by improving their serv- 
ices and facilities. 

The Commission represents four 
nonprofit organizations: the Amer- 
ican College of Physicians, the 
American College of Surgeons, the 
American Hospital Association and 
the American Medical Association. 
The Commission, incorporated un- 
der Illinois law with headquarters 
in Chicago, is financed by annual 
grants from the member organi- 
zations. 

Any hospital, except Canadian, 
is eligible for a survey for ac- 


Kenneth B. Babcock, M.D., is director 
of the Joint Commission on Accreditation 
of Hospitals, Chicago. 
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creditation if it is listed by the 
American Hospital Association, 
has 25 or more beds, and has been 
in operation for at least one year. 
Request for survey should be made 
to the Director, Joint Commission 
on Accreditation of Hospitals, 660 
N. Rush St., Chicago 11, Il. 

An effort is made to survey the 
hospital within 6 to 12 months 
from the time of application. Sur- 
veys are conducted by physicians 
who are on the full-time staff of 
the Commission, the American 
College of Surgeons or the Amer- 
ican Hospital Association. 

Three basic documents concern- 
ing accreditation: Standards for 
Hospital Accreditation, Model 
Medical Staff Bylaws, Rules and 
Regulations, and the Survey Re- 
port Forms are published by and 
may be purchased from the Com- 
mission. 

All standards for accreditation 
are based on principles which 
time and experience have proved 
to be the best assurance of good 
care of the hospital patient. The 


field representative who conducts 
the survey reports his findings and 
recommendations to the Director 
of the Commission, who in turn 
reports to the Board of Commis- 
sioners. The Board votes to grant 
the hospital accreditation for three 
years, one year, or no accredita- 
tion. 

A list of accredited hospitals is 
published annually by the Com- 
mission. Hospitals accredited for 
three years are given recognition 
in the form of a certificate. 


CURRENT PRACTICES 
Number Surveyed—At the close of 
1958 hospitals were accredited. 
Puring the year the number of 
surveys conducted was as follows: 


United States 1531 
Canada (126 
Commonwealth of 
Puerto Rico 26 
Foreign 5 
Total 1688 


Changes in Standerds—During 1958, 


- in keeping with the policy of the 


Commission, the standards for hos- 
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pital accreditation were under 
continued study and evaluation. 
The Board of Commissioners thinks 
this activity is of major impor- 
tance to insure adynamic program 
consistent with scientific progress 
in medical care. Standards are 
based on principles of good medi- 
cal care and formulated to allow 
maximum freedom and initiative 
in their implementation. Any 
change in the standards which the 
Board of Commissioners makes is 
predicated on its effectiveness to 
safeguard the patient and improve 
the quality of medical care in hos- 
pitals. 

Under particular study in 1958 
has been the problem of infections 
in hospitals. Although it has not 


as yet been incorporated into the 


standards, the establishment of a 
Committee on Infections is strong- 
ly urged in all hospitals. 

CMA Resignation—The resignation 
of the Canadian Medical Associa- 
tion from the Commission became 
effective Dec. 31, 1958. In order 
to give full support to the Ca- 
nadian Council on Hospital Ac- 
creditation, the Joint Commission 
on Accreditation of Hospitals has 
agreed to discontinue surveying 
and accrediting hospitals ‘in Can- 
ada. Effective liaison will te es- 
tablished between the two organi- 
zations and efforts will be made to 
keep the standards of accredita- 
tion on the same level in both 
programs. 


APPROVALS 
AND RECOGNITIONS 


© Education in hospitals expanding rapidly 
© Approval agencies listed for hoopites educational 


and service programs 


by JOSEPH R. ANDERSON, M.D. 
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1. Accreditation information. (SFH) Hos- 
PITALS, J.A.n.A. 32:23 July 1, 1958. 

Grace, R. of hospitals 
in North America. Hosp.Admin. 6:17 
June 1958. 

3. Babcock, K. B. Accreditation prob- 
lems: regular monthly feature. Hos- 
PITALS, J.A.H.A. 32:26 Dec. 16, , 

4. American Medical Association peqers: 
hospital accreditation revisited od. 
Hosp. 91:65 A 1958. 

5. Babcock, K. B. ‘Common problems in 
— Mod.Hosp. 91: 


6. Rourke, A. J. J. Hospital age ot 
still a sore point? Med.Econ. 35:188 
Dec. 8, 1958. 

7. Crozier, L. J. Hospital should meet ac- 
creditation standards. (Ed.) Tex.S.J.M. 
54:463 July 1958. 

8. Newdorp, J. and Fakler, L. J. How 10 
new planned for accredita- 

got it. Hosprrats, J.A.H.A. 32: 

Also in Trustse 11:30 


9. boone, B. Importance of accreditation 
to you and aay hospital. Tex.Hosps. 
14:18 July 1 

10. Report of the Canadian Medical As- 
sociation’s Committee on Hospital 

rvice and 
M.A.J. 79:321 Sept. 7 ; 


ANNUAL 
ADMINISTRATIVE 
REVIEWS 


INTRODUCTION 


a RELATIVE to approval 
and recognition discussed in 
this review are particularly per- 
tinent to the operation of and in- 
terest in hospitals. Inasmuch as the 
educational aspects of hospital op- 
erations are expanding at an un- 
anticipated rate, this review does 
not attempt to cover all of the 
educational and service programs 
that may be carried on in any 
particular institution. 

This review will deal only with 

Joseph R. Anderson, M.D., is assistant 


secretary of the Council on Professional 
Practice, American Hospital Association. 
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formal recognition and approval 
granted upon application of the 
individual institution and does not 
intend to deal with theory or cur- 
riculum. Accreditation of hospitals 
is discussed under a separate head- 
ing in this series of administrative 
reviews. 

Many, if not all, of the approving 
agencies have different means of 
releasing data concerning the pro- 
gram with which they are con- 
cerned. The following information 
must of necessity be designated as 
of certain different dates. 


Cancer Programs—Approval Agen- 
cy: American College of Surgeons, 
40 East Erie Street, Chicago 11, 
Ill. 

For the last 30 years, the Ameri- 
can College of Surgeons has sur- 
veyed institutions for the adequacy 


of cancer programs. The bulletin 


of the American College of Sur- 
geons publishes an annual list of 
approved cancer programs in hos- 
pitals. In 1958 there were 765 such 
programs listed.! This list includes 
cancer hospitals, cancer consulta- 
tion and treatment services, and 
cancer consultation service. 

In addition, there are listed 30 
cancer registries. The evaluation 
of these cancer programs is per- 
formed by staff members of the 
American College of Surgeons 
traveling throughout the country 
while these same physicians are 
surveying, for the most part, in- 
stitutions on behalf of the Joint 
Commission on Accreditation of 
Hospitals. 

Dental Programs for Hospitals—Ap- 
proval Agency: American Dental 
Association, 222 East Superior 
Street, Chicago 11, Il. 

Whereas the American Medical 
Association. reviews the training 
programs for internships and resi- 
dencies on a medical basis, this 
same activity is reviewed and 
evaluated by the American Dental 
Association in its own field. In 
addition, the American Dental As- 
sociation reviews and evaluates 
dental services with or without 
training programs.? All of these 
are in hospitals. 

At this writing, there are 495 
approved dental services, 185 ap- 
proved dental internships, and 121 
approved dental residencies in hos- 
pitals. 
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Dietetics—Approval Agency: The 
American Dietetic Association, 
Dietetic Internship Liaison Direc- 
tor, 620 North Michigan Avenue, 
Chicago 11, Il. 

The categories of dietetic intern- 
ships have not changed within the 
last year, remaining as a group of 
three: administrative internships, 
food clinic internships, and hospi- 
tal internships. As of Oct. 1, 1958, 
there were 7 administrative, 1 food 
clinic and 56 hospital approved 
dietetic internships. 

Hospital Administration—Agency: 
Association of University Programs 
in Hospital Administration, 339 
East Chicago Avenue, Chicago 11, 
Ill. 

This organization receives ap- 
plications from universities and 
colleges which have developed 
complete programs in hospital ad- 
ministration. This is not an of- 
ficial approval agency, inasmuch as 
the requirements for membership 
are considered to be the standards 
necessary for an approved school 
in hospital administration. As of 
Jan. 1, 1959, there were 14 such 
member programs registered by 
the association. 

In addition, there are three such 
programs under consideration for 
membership and approval at the 
present time. 

Hospital Listing—Approval Agen- 
cy: American Hospital Association, 
840 North Lake Shore Drive, Chi- 
cago 11, Ill. 7 

In 1954 the American Medical 
Association discontinued its pro- 


gram of registering hospitals. The 


American Hospital Association as- 

sumed this obligation in May 1955 

with its Listing of Hospital pro- 

grams. 

At that time the American Hos- 
pital Association established cer- 
tain requirements for listing of 
hospitals. While these have been 
modified since that t...e, the basic 
requirements remain the same. 
These are as follows: 

1. The hospital shall have at least 
six beds for the care of pa- 
tients who are nonrelated, who 
are sick and who stay on the 
average in excess of 24 hours 
per admission. 

2. The hospital shall be licensed 
in those states and provinces 
having licensing laws. 

3. Only doctors of medicine shall 
practice in hospitals listed by 


the American Hospital Asso- 
ciation. (This requirement is 
not intended to eliminate den- 
tal and similar services from 
the hospital. Patients admitted 
for such services, however, 
must have an admission his- 
tory and a physical examina- 
tion done by a physician on the 
medical staff of the hospital, 
and a physician on the medical 
staff of the hospital shall be 
responsible for the patient’s 
medical care throughout his 
stay.) 

4. Duly authorized bylaws for the 
medical staff shall be adopted 
by the hospital. 

5. The hospital shall submit evi- 
dence of regular medical su- 
pervision of patients. 

6. Records of clinical work shall 
be maintained by the hospital 
on all patients and shall be 
available for reference. 

7. Registered nurse supervision 
and such other nursing service 
as is necessary to provide pa- 
tient care around the clock 
shall be available at the hos- 

. pital. 

8. The hospital shall offer serv- 
ices more intensive than those 
required. merely for room, 
board, personal services, and 
general nursing care. 

9. Minimal surgical or obstetrical 
facilities, (including operating 
or delivery room) or relatively 
complete diagnostic facilities 
and treatment facilities for 
medical patients, shall be 
available at the hospital. 

10. Diagnostic X-ray services shall 
be regularly and conveniently 
available. 

11. Clinical laboratory services 
shall be regularly and con- 
veniently available. 

The American Hospital Asso- 
ciation may, at the sole discretion 
of its Board of Trustees, grant, 
deny or withdraw the listing of 
any hospital. 

A listing of hospitals that fulfill 
the above requirements is pub- 
lished each August in Part II of 
the Guide Issue of HOSPITALS, 
JOURNAL OF THE AMERICAN HOSPI- 
TAL ASSOCIATION. As of December 
1958, 6818 such institutions were 
listed in the continental United 
States. In addition there are listed 
128 hospitals in U.S. Territories, 38 
U.S. government hospitals in over- 
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seas areas and 1030 in Canada. 
This makes a total of 8014 hospitals 
listed in the last Guide Issue.‘ 
The listing of a hospital is vol- 
untary on the part of the institu- 


tion and is not a requirement of 


any state or federal statute at this 
time. However, it is a prerequisite 
to accreditation by the Joint Com- 
mission on Accreditation of Hos- 
pitals and is a prerequisite in cer- 
tain individual situations such as 
some third party payers. 

Librarianship—Approval Agency: 
American Library Association, 50 
East Huron Street, Chicago 11, III. 

Certain universities and colleges 
offer courses in hospital and medi- 
cal library programs. These pro- 
grams are accredited by the above 
association and as of date of pub- 
lication seven such courses were 
approved. 

Medical Record Library Science—Ap- 
proval Agency: Council on Medical 
Education and Hospitals, American 
Medical Association, 535 North 
Dearborn Street, Chicago 10, Il. 

Whereas the official approval 
agency of these programs is the 
American Medical Association, this 
association works in very close 
contact with the American Asso- 
ciation of Medical Record Librar- 
ians in evaluating the educational 
services offered. At the present 


time, there are 30 approved schools - 


_ for medical record librarians and 
the list of these approved schools 
is published annually each autumn 
by the AMA. 

In addition, the council and the 
American Association of Medical 
Record Librarians surveys and 
evaluates schools for medical rec- 
ord technicians, There are at pres- 
ent 11 such schools that fulfill 
the essentials.5 

Medical Technology—Approval 
Agency: Council on Medical Edu- 
cation and Hospitals, American 
Medical Association, 535 North 
_Dearborn Street, Chicago 10, 

As of Nov. 15, 1958, there were 
681 schools for medical technol- 
ogists approved. evaluating 
these programs, the Council on 
Medical Education of the American 
Medical Association cooperates 
with the American Society of Clin- 
ical Pathologists and its boards on 
registry and schools. The House of 
Delegates of the American Medical 
Association at its meeting of June 
1958 approved the recommenda- 
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tion that as of Jan. 1, 1962, three 
years of college will be required 
for admission to approved schools 
of medical technology. 

Medicine—Approval Agency: 
Council on Medical Education and 
Hospitals, American Medical Asso- 
ciation, 535 North Dearborn Street, 
Chicago 10, Ill. 

Medical Schools. Evaluation of 
medical schools, both those of the 
full four-year group and the two- 
year basic science group are sur- 
veyed and evaluated by the council 
in cooperation with the Association 
of American Medical Colleges. 
There are now 78 approved four- 
year schools and four basi¢ science 
courses listed by the American 
Medical Association. In addition 
there are four medical colleges in 
various stages of development at 
this time. In order for a school to 
be approved by the council and the 
Association of American Medical 
Colleges, it must have completed a 
full course of four years. 

Internships. The internship re- 
view committee that evaluates and 


Information relative to any of these 
programs may be obtained by con- 
tacting the appropriate approving or 
accrediting organization. 


approves these programs consists 
of representatives from the Coun- 
cil on Medical Education and Hos- 
pitals of the American Medical 
Association, the American Hospital 
Association, the Association of 
American Medical Colleges, the 
Federation of State Medical Boards 
of the United States, and the 
American Academy of General 
Practice. In September 1958 there 
were 12,626 internships available 
in 853 hospitals in the United 
States. 

Residences. At present there are 
18 residency review committees 
functioning in cooperation with the 
Council on Medical Education and 


these committees are composed of | 


representatives of the American 
Medical Association and the spe- 
cialty boards and specialty organ- 
izations concerned with the 
particular residency program in- 
volved. The other organizations 
include the American College of 
Physicians, American College of 
Surgeons, the American Academy 
of General Practice and the Spe- 
cialty Boards. As of September 
1958 there were 18 such residency 


review committees including one 
in general practice. As of Oct. 4, 
1958, there were 5299 residency 
programs approved throughout the 
country constituting 26 specialties 
and general practice. This number 
is smaller than it has been in the 
past, reflecting the discontinuance 
of approval in the categories of 
contagious disease and malignant 
disease.® 

Nurse Anesthetists— Approval 
Agency: American Association of 
Nurse Anesthetists, Prudential 
Plaza, Chicago 1, Il. 

This association is the official 
approving agency for hospital 
schools for nurse anesthetists. As 
of this writing, there are 122 ap- 
proved schools. The list of such 
schools is published twice an- 
nually and is available from the 
above association. | 

Nursing, Practical —— Approval 
Agency: Respective state or ter- 
ritorial accrediting agencies and 
National Association for Practical 
Nurse Education, 654 Madison 
Avenue, New York 21, N.Y. 

This association publishes an an- 
nual list of schools accredited by 
the National Association for Prac- 
tical Nurse Education, by a state 
approving authority, or both. 
There are at. present 472 such 
schools listed by the National As- 
sociation for Practical Nurse Edu- 
cation.’ 

Nursing, Professional— Approval 
agencies respective state or ter- 
ritorial approving agencies and 
National League for Nursing, 10 
Columbus Circle, New York 19, 
N.Y. 

The present program of accred- 
itation of schools of nursing was in- 
augurated by the National League 
for Nursing in 1952. This program 
includes evaluation of schools with 
different objectives in the nursing 
field. Courses in nurses’ training 
lead to diploma or degree. In ad- 
dition to these programs, there are 
those for registered professional] 
nurses in general nursing leading 
to a baccalaureate degree, public 
health nursing, and nursing service 
and nursing education leading to 
a graduate degree. 

Certain changes in the league’s 
program are now under study. One 
major change under consideration 
is the formation of a joint com-— 
mission on accreditation of hospital 
schools of nursing. This joint com- 
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mission would include representa- 
tion from the league and the 
American Hospital Association. 

In February 1959 the league 
published a list of schools with full 
or provisional accreditation sta- 
tus.2 As of November 1958, in the 
class of diploma schools there were 
415 fully accredited, 268 provision- 
ally accredited, 250 not accredited 
(100 of which had not applied) and 
11 diploma schools under the con- 
trol of a college or university, 
making a total of 944 such schools 


jn the United States. 


The status of temporary accredi- 
tation is still in effect and the 
previously announced termination 
date for this status is under re- 
consideration at this time. 

Occupational Therapy:—Approval 
Agency: Council on Medical Edu- 
cation and Hospitals, American 
Medical Association, 535 North 
Dearborn Street, Chicago 10, Ill. | 

In cooperation with the Ameri- 
can Occupational Therapy Asso- 
ciation, the Council on Medical 
Education and Hospitals has estab- 
lished standards for training in 
occupational therapy for the in- 
formation of physicians, hospitals, 
schools and prospective students. 

Periodic revision of the stand- 
ards as well as approval of new 
and existing schools are submitted 
to the council by its own Advisory 
Committee on Occupational Ther- 
apy Education and by the Council 
on Education of the American Oc- 
cupational Therapy Association. 

The training for occupational 
therapy includes both general col- 
legiate education, technical in- 
struction in occupational therapy 


-and supervised clinical practice. 


Either certificate or degree rec- 
ognition is available, with the de- 
gree course usually being of four 
years duration and certificate pro- 
grams predominantly 18 months in 
length. 

As of June 1958 there were 29 
approved schools for the training 
of occupational therapists.5 

Pharmacy—Approval Agency: The 
American Council on Pharmaceu- 
tical Education, 77 West Washing- 
ton Street, Chicago 2, Ill. 

This council was organized in 
1932 by the American Association 
of Colleges of Pharmacy, the 
American Pharmaceutical Associa- 
tion and the National Association 
of Boards of Pharmacy. Eligibility 
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for accreditation is open to all 
schools or divisions of pharmacy 
in any legally empowered educa- 
tional institution. As of July 1, 
1958, there were 77 colleges of 
pharmacy listed by the American 
Council on Pharmaceutical Edu- 
cation.9 

Physical Therapy— Approval 
Agency: Council on Medical Edu- 
cation and Hospitals, Amevican 
Medical Association, 535 North 
Dearborn Street, Chicago 10, III. 

In 1936, at the request of the 
American Physical Therapy Asso- 


ciation, the Council on Medical . 


Education and Hospitals developed 
standards for schools for physical 
therapists. These standards were 
last revised in 1955. Applications 
for approval are evaluated by the 
council’s Advisory Committee on 
Physical Therapy and Education 
and by the American Physical 
Therapy Association. Either certifi- 
cate or degree recognitions are 
available, with the certificate pro- 
gram usually being 12 months long 
and most degree programs four 
years long. Certificate courses are 
open to students with two or three 
years of college or those who have 
graduated from a nationally ac- 
credited school of professional 
nursing of at least three years dur- 
ation. There are currently 37 ap- 
proved schools for payee thera- 
pists.5 

Public Health—Approval Agency: 
American Public Health Associa- 
tion, 1790 Broadway, New York 
19, N.Y. 

Upon request, the American 
Public Health Association will re- 
view, for the purposes of accred- 
itation, an educational program in 
public health under the control of 
an institution that is a member of 
the Association of American Uni- 
versities. These programs may lead 
to the degree of master of public 
health or doctor of public health. 
The American Public Health As- 
sociation in its journal annually 
lists the accredited organizations. 
As of July 1958, schools of public 
health accredited by the associa- 
tion totaled 10 in the United States, 
2 in Canada, and one in Puerto 
Rico.10 
Secial Work—Approval Agency: 
Council on Social Work Education, 
Commission on Accreditation, 345 
East 46th Street, New York 17, 
N.Y. 


~ 


The Commission on Accredita- 
tion of the Council on Social Work 
Education annually publishes a list 
of approved schools in the area of 
social work. Certain schools are 
approved to offer specialization in 


‘group work, medical social work, 


psychiatric social work and school 
social work. In addition, some 
schools offer post-masters educa- 
tion. In itself this education is not 
subject to accreditation, but it is 
listed for informational purposes. 
As of March 1959 there. were 55 
approved graduate schools of social 
work in the United States and 7 
in Canada.!! 

X-Ray Technology—Approval 
Agency: Council on Medical Edu- 
cation and Hospitals, American 
Medical Association, 535 North 
Dearborn Street, Chicago 10, III. 

The council, assisted by the 
American College of Radiology, the 
American Registry of X-ray Tech- 
nicians and the American Society 
of X-ray Technicians, establishes 
and revises criteria for programs in 
x-ray technology and evaluates 
such programs for approval pur- 
poses. The essentials for an ap- 
proved school of x-ray technology 
were last revised in 1955. The sur- 
veying of schools for x-ray tech- 
nology is carried out by state 
and regional counselors appointed 
by the American College of Ra- 


diology. Minimum admission re- 


quirement is high school gradua- 
tion, but some require one year of 
college, and some require two 
years. One school accepts only 
registered nurses; however, 97 per 
cent of these schools accept stu- 
dents directly from high school. 


The length of training varies from 


12 to 48 months. As of June 1958, 
there were 557 schools approved 
by the council.5 
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AUXILIARIES AND VOLUNTEER SERVICE 


INTRODUCTION 

_ IN the field of hospital 

auxiliaries in the past year has 
been chiefly in perfecting tech- 
niques and broadening horizons. 
That is not to say that there has not 
been a gain in the number of hos- 
pital auxiliaries. According to the 
American Hospital Association’s 
monthly report of Dec. 1958, there 
has been a net gain of 112 Type V 
members on the American Hospi- 
tal roster, making a total of 1366 
auxiliaries. This figure does not 
include the much larger number 
of auxiliaries associated with state 
hospital associations only, or the 
growing number in foreign coun- 
tries! through 4 It is estimated 


Mrs. Harry E. Milton is a member of 
the Council on Hospital Auxiliaries, Amer- 
ican Hospital Association; president, Mis- 
souri Hospital Auxiliaries Association: and 
past president, Women’s Auxiliary, the 
Jewish Hospital of St. Louis. 
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® Volunteers bind the community to the hospital 


© State programs reflect growth 


by MRS. HARRY E. MILTON 


that well over two million people 
are engaged in auxiliary or vol- 
unteer work. 

Nevertheless, the chief concern 
of the Council on Auxiliaries dur- 
ing 1958 has been to consolidate 
gains, and to focus the. attention 
of member auxiliaries on perfect- 
ing their volunteer programs and 
extending their public relations 
activities.® 

Although fund-raising and vol- 
unteer services are perhaps more 
easily understood and more readily 
undertaken by auxiliaries, it has 
become increasingly evident that it 
is in the field of community rela- 
tions where they can make their 


most valuable contribution.®.7 


CURRENT PRACTICES 


Upgrading Volunteer Programs. The 
well-trained, well-oriented volun- 
teer is in the front ranks of the 


public relations effort. She is in 
frequent close contact with pa- 
tients and visitors, and with hos- 
pital personnel. For that very rea- 


- son, her friends in the community 


expect her to be familiar with the 
hospital’s services, and thus direct 
their questions, as well as their 
criticisms, to her. 

The Council on Auxiliaries, 
therefore, has given much thought 
to upgrading the training and 
orientation of in-service volun- 
teer personnel.® 

The continued rapid growth in 
the number of hospitals using vol- 
unteers, and the increased number 
of volunteers? working in each 
hospital necessitates ever more. 
widespread education in the prop- 
er organization of volunteer pro- 
grams.!° The lines of responsibility, 
through the volunteer director, be 
she paid or unpaid,!! to the ad- 
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ministrator must be clearly de- 
fined. The lateral!? connection be- 
tween in-service volunteers and 
the sponsoring auxiliary must be 
carefully maintained, and good 
communications ensured. 

The Paid Volunteer Director. More 
and more hospitals are turning to 
the paid full-time volunteer di- 
rector to head up their volunteer 
departments.!* This has not been 
because there is a slackening of 
lay interest, but precisely the op- 
posite. The number of in-service 
volunteers has grown so large, and 
the areas in which they can be 
meaningfully used!* are so varied, 
that it has become more and more 
evident that an administrative 
person is needed to head up the 
service. “As an administrative de- 


_ partment head” says Mark Berke, 


“the director is on an equal foot- 
ing with other department heads, 
making administrative decisions, 
advising and cooperating with hos- 
pital staff in respect to volunteer 
service, and giving coordinated su- 
pervision and procedure to vol- 
unteers. ... This gives authority 


and official endorsement to the 


program,”}5 


To meet the need for trained 


people to fill these posts, the Coun- 
cil on Research and Education has 


been asked to investigate the pos-— 


sibility of establishing a_ short 
university course for directors of 
volunteers, and also to explore 
methods of setting up in-service 
training programs.!® 

institutes. In the meantime, the 
American Hospital Association has 
been offer'ng institutes for volun- 
teer directors. Three were held in 
1958: in San Francisco, Kansas 
City and Washington, D. C. They 
were well attended, both by full- 
time paid volunteer directors, and 
by auxiliary chairmen acting in 
the capacity of volunteer directors. 

At these institutes, a carefully 
chosen faculty defined standards 
for screening and selection of vol- 
unteers, and set forth techniques 
for their orientation and training. 
Instruction was also given in 
drawing up job descriptions, keep- 
ing records and other day to day 
techniques for building and main- 
taining a good volunteer depart- 
ment. 

The institutes stressed the neces- 
sity for familiarizing every volun- 
teer with the needs and services 
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of her hospital, so that she may 
correctly interpret these needs and 
services to her community. 

Two more. institutes have been 
planned for 1959, both in Chicago. 
One will be the basic institute 
described above and the other will 
be geared to volunteer directors 
with a great deal of experience. 

interim Report. The Committee on 
Volunteer Service prepared an In- 
terim Report on Volunteer Serv- 
ices in Hospitals, which was mailed 
to institutional members, Types I, 


‘TI, WII and IV in February 1958. 


It was very favorably received and 
will serve as a foundation on which 
the committee will base a complete 
manual for the volunteer service 
department, its organization and 
operation within the hospital. 

The interim report was intended 
just as a report, and was directed 
primarily to administrators. How- 
ever, volunteer directors and plan- 
ners of volunteer institutes on the 
state level are using it as a basic 
text until the more comprehensive 
manual is completed. The wide- 
spread use of the interim report 
in this manner illustrates the great 
interest of volunteer leaders 
everywhere in upgrading and ex- 
panding volunteer services. 

Teen-age Volunteers. The Commit- 
tee on Hospital Careers of the 
Council on Auxiliaries has long 
felt that it is through the proper 
use and wider recruitment of teen- 
age volunteers that auxiliaries can 
make perhaps their most signifi- 
cant contribution to the stimu- 
lating of young people’s interest 
in hospital careers. To that end, 
the committee is currently engaged 
in completing a guide for the prop- 
er use of teen-age volunteers in 
the hospital. This also will meet an 
imperative need. More and more 
young people flock to our hospi- 
tals!’ every year, eager to help, and 
a guide must be provided, setting 
forth the proper minimum age 
level and appropriate placement of 
these teen-agers.!® The Committee 
on Hospital Careers has pointed 
out that the use of teen-agers as 
volunteers in the hospital should 
be directed at educating them in 
the opportunities offered for ca- 
reers in the health field.!9. 20 

A Tie That Binds. Early in 1958, 


the Council on Auxiliaries pre-. 
- pared an attractive brochure called 


“Your Hospital Auxiliary—a tie 


that binds your community to your 
hospital.” This short leaflet was. 
sent to administrators of all mem- 
ber hospitals, to familiarize them 
with the advantages a well-or- 
ganized auxiliary can bring to the 
hospital. It offers the administrator 
a succinct description of what the 
auxiliary stands ready to do, what 
its precise role is in the hospital 


- family, and what the responsibility 
of the administrator is in relation 


to the auxiliary’s success. | 

Following the slogan contained 
in this brochure, the annual con- 
test for hospital auxiliaries, spon- 
sored by the AHA, has adopted 
for its 1959 theme “A Tie that 
Binds.’ The contest urges Type V 
auxiliaries to describe a project or 
activity which demonstrates that 
the auxiliary is (a) helping to de- 
velop understanding of the hos- 
pital within the community, (b) 
giving its membership a full knowl- 
edge of the hospital’s services and 
needs, and (c) providing support 
to the hospital in its community 
education programs. 

The subject of this year’s con- 
test indicates clearly the efforts of 
the Council on Auxiliaries to focus 
attention on the public relations 
function of the auxiliary. 

Annual Meeting. The four-day An- 
nual Meeting in August 1958 fol- 
lowed the plan previously used to 
hold no auxiliary sessions concur- 
rently with general sessions of the 
American Hospital Association. 
Delegates to the auxiliary meeting 
were invited and urged to attend 
such general sessions, and as many 
other hospital sessions as_ they 
chose.2! Many of these sessions, on 
various aspects of patient care, 
hospital costs and so on proved 
very valuable to the delegates. 
Concurrent auxiliary sessions also 
dealt with the wider scope of 
auxiliary interest. The number of 
delegates attending such sessions 
points up the growing concern of 
auxiliary members with the larger 
hospital and health field picture.?2 

State Auxiliary Associations. The 
Council on Auxiliaries is aware of 
the necessity for sharing new in- 
sights and improved techniques 
with all auxiliaries everywhere. 
Therefore a great need is felt for 
more comprehensive -support of 
state auxiliary associations. 

At the present time, a kit is 
mailed to each state auxiliary 
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leader, containing brochures, con- 
ference papers and current man- 
uals, as well as directions for plan- 
ning effective state and district 
meetings and preparing good 
newsletters. These kits have been 


very helpful. In addition, material | 


is now being prepared to provide 
package workshops and one-day 
institutes to enable state leaders 
to broaden their scope and increase 
their effectiveness. In the spring of 
1958, a questionnaire was sent to 


state leaders to serve as a guide | 


to the Council on Auxiliaries in 
planning assistance for them. As 
a result of material compiled from 
replies to this questionnaire, the 
special session for state leaders 
held during the 1958 annual meet- 
ing concentrated on methods for 
planning state auxiliary meeting 
programs.*4 There has also been 
developed a file of materials to 
provide a continuing exchange of 
ideas and information among state 
leaders. 

The Quest for information. The 
project loan file is most valuable 
for member auxiliaries as well as 
state leaders. By this method, a 
kit of material may be borrowed 
from the Arnerican Hospital As- 
sociation library on a variety of 
topics, such as fund-raising, pro- 
gram planning, membership ex- 
pansion and so on. Films are, of 
course, also available, as are a 
variety of manuals dealing with 
various auxiliary activities. 

It is interesting to note that the 
manuals and kits being prepared 
by the American Hospital Associa- 
tion are not being planned for the 
membership from above, so to 
speak, but are in answer to urgent 
requests for more and ever more 
information. As the auxiliaries, 
under the guidance of alert ad- 
ministrators find themselves more 
and more a valued part of the hos- 
pital family, they are increasingly 
eager to perfect their techniques 
and thus augment their useful- 
ness.25 

The range of questions answered 
in the monthly Auxiliary News- 
letter illustrates this quest for 
knowledge and skills. The news- 
letter carries a monthly report 
from the Washington Service Bu- 
reau, thus keeping the auxiliaries 
abreast of current legislation in 
the health field. More auxiliaries 
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are creating committees on legis- 
lation? which report to the mem- 
bership on health legislation both 
on the state level and on the nation- 
al scene. Well-informed auxiliaries, 
served by such committees stand 
ready to assist their hospitals when 
they are called upon to lend 
strength in some legislative matter. 

Summary. The auxiliaries in 
American hospitals are coming of 
age. Under the guidance and lead- 
ership of the Council on Auxil- 
iaries of the American Hospital 
Association, they are recognizing 
their importance as a public rela- 
tions arm. Since they value highly 
their status as a member of the 


hospital family, they are eager to 


accept the attendant responsibili- 
ties—to deepen their understand- 
ing of the hospital—its services 
and needs, and to raise their 
standards of performance, both as 


in-service volunteers and as in- 


formed, productive auxiliary 
members. To accomplish this, they 
make use of every one of the many 
resources offered them by the 


American Hospital Association. In 


addition, they demand ever more 
detailed and specific tools for at- 
taining their three-fold goal of 
successful fund-raising, efficient 
volunteer service and effective 
public relations. 
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THE student volunteer program at Albert Einstein Medical Center, Philadelphia, has an enroll- 
ment of 250 boys and girls active in both patient and nonpatient areas. The organization 
has attracted many students with interest in specialized activities, many of whom plan to 
enter a hospital career after finishing high school. The boy shown in the picture above is one 


of the 121 nursing aides enrolled in the group. 
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ANNUAL 
ADMINISTRATIVE 
REVIEWS 


on all fronts 


of chronic illness’ 


by DAVID LITTAUER, M.D. 


INTRODUCTION 

‘te U.S. BUREAU of the Census 
estimates, on the basis of re- 
cently revised projections, that the 
number of individuals over age 65 
—which rose from 9 million in 1940 
to almost 15 million in 1957—will 
climb to 24.5 million in 1980. 
Since progress in finding a Foun- 
tain of Youth has not kept pace 
with the continuing boom in births, 
with reduction in infant mortality, 
and with advances in preventive 
and curative medicine and in nu- 
trition, we are rapidly acquiring 
a heritage of chronic illness that 

could overwhelm our resources. 
There is ample evidence that 
the problems of the health needs 
of the chronically ill and the aged 
were tackled energetically in 1958, 
with a view to increasing our 
ability to handle the problems 
created by long-term illness. Some 
reports analyzed the types of serv- 
ices required and how they should 
be organized—by the hospital as 


David Littauer, M.D., is executive di- 
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CHRONIC ILLNESS 


© Long-term illness problems attacked 


© Nation faced with a ‘heritage 


a patient care center and by the 
community as part of its health 
program. Others described experi- 
ences with action programs al- 
ready under way. Of great sig- 
nificance in 1958 was the vast 
amount of activity on the part of 
national organizations concerned 
with the medical, nursing, institu- 
tional and financial management of 
the long-term and aged sick. Their 
work will influence the paths we 
take toward services, standards, 
costs, methods of financing, legis- 
lation, and patterns of organiza- 
tion and operation. 


CURRENT PRACTICES 


j What services are 
required for care of the chronically 
ill? How should they be organized? 


- How are they actually used? A 


review of the administration of 
present-day programs emphasizes 
the trend toward integration of 
the care of the chronically ill into 
the regular patient services of the 
general hospital. This trend im- 
poses an obligation on the hospital 
to offer a comprehensive package 


of services. It raises a whole new 
set of questions about internal or- 
ganization and operation, com- 
munity coordination and integra- 
tion, financing, staffing, and 
evaluation.” 

Cherkasky proposes that a com- 
munity have: (1) a good general 
hospital providing case work, rec- 
reational and rehabilitative serv- 
ices as well as medical and nursing 
care; (2) a home care program 
offering comprehensive services; 
(3) a nursing home; (4) a cus- 
todial institution for those who no 
longer belong in the hospital yet 
cannot be cared for at home be- 
cause of physical or social situa- 
tions; and (5) an outpatient de- 
partment geared to the needs of 
the chronically ill.4 These facilities 
and the services they offer should 
be organized under the auspices of 
the general hospital. This premise 
will probably be disputed by rep- 
resentatives of professional disci- 
plines and institutional programs 
who fear the extension of the 
hospital’s influence, or who believe 
that better results will be achieved 
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by cooperation rather than inte- — 


gration. 

Another report emphasizes the 
central role of the physician in the 
hospital, the nursing home and the 
home care service in solving prob- 
lems created by aging and chronic 
illness.* The experiences of a gen- 
eral hospital in operating a long- 
term unit have been described, one 
of the few accounts of this type to 
appear in recent years.5 

We can expect to learn much in 
the future from the social scien- 
tists, as they study the relation of 
social factors to illness and to or- 
ganization and operation of medi- 
cal institutions.6 While they have 
moved forward most rapidly in 
that area of long-term illness con- 
cerned with mental health, the 
research methodology manifest ina 
monograph describing the mental 
hospital as a small society applies 
as well to ways in which adminis- 
trative decisions can affect the 
progress of all chronically ill pa- 
tients.? The sophisticated analyses 
of the rapidly growing group of 
medical sociologists (the section 
on medical sociology of the Ameri- 
can Sociological Society lays claim 
to more than 200 members active 
in the health field) are already 
giving depth to our knowledge of 
iriterpersonal relationships and of 
the impact of programs of care for 
the long-term ill on the institution 
and on the community.® 

Medical Services—The gulf that 
separates broad program planning 
-from the grinding reality of spe- 
cific care of the long-term patient 
is illustrated by an initial report 
of a multidisciplinary study of ill- 
ness in patients at the Benjamin 
Rose Hospital in Cleveland.? On 
the hypothesis that host and en- 
vironment factors influence the 
course of illness in aged persons, 
it is essential to develop quantita- 
tive information about such factors 
that will determine the application 
of medicine, surgery, psychiatry, 
nursing, social service, occupa- 
tional therapy and physical ther- 
apy in the management of aged 
patients. 

Methods were devised to classify 
patients and evaluate functional 
status at various times during 
their illness. For patients with 
fractures of the hip, for example 
environmental factors—such as 
marital status, income class, and 
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degree of economic dependence— 
and functional factors—such as 
other illnesses, mental status, 
ability to eat, dress, bathe, walk— 
were recorded during and after 
hospitalization. A quantitative ex- 
pression of patient status was then 
possible in terms of the number or 
percentage of patients who deteri- 
orated with respect to these factors 
after six months. The practical 
application of such findings in the 
care of the patient will have to 
await laborious accumulation of a 
vast amount of-additional data. 
Once again Shock has published 
an index to current periodical lit- 
erature in gerontology and geri- 
atrics. The 541 new titles are 
grouped under the major head- 


ings: gerontology, biology of aging, 


organ systems, geriatrics, psycho- 
logical processes, and social and 
economic aspects.!® 
Rehabilitation—While all patients 
suffering from long-term illness 
are susceptible: to restoration to 
higher levels of physical, social and 


economic usefulness, most reports 


of successful application of rehabil- 
itative methods have been confined 
to the specific groups of physically 
disabled and handicapped. In a 


- new book, W. Scott Allan stresses 


the need for organization of com- 
munity forces. He contends that 
the usual institutional and profes- 
sional services and techniques of 
functional restoration are not ade- 
quate by themselves for complete 
development of the rehabilitation 
concept.!! While his theme is built 
on rehabilitation of the physically 
handicapped (including excellent 
analyses of requirements for per- 
sonnel, facilities and budgets), his 
views on the needs for improve- 
ment in social legislation, volun- 
tary health insurance and com- 
munity organization apply with 
equal force to the care of all cate- 
gories of the long-term sick. Those 
who seek to expand their knowl- 
edge of rehabilitation will find the 
book’s bibliography of several 
hundred references an excellent 
resource. | 

Within the hospital itself there 
is growing recognition of the 
broadening scope of rehabilitation 
services. From the department of 
physical medicine and rehabilita- 
tion of a 2000-bed chronic disease 
hospital, Tobis and others report 
on inpatient care, sheltered work- 


shop, prosthetic clinic, occupation- 
al therapy for a psychiatric serv- 
ice, hospital-wide “activities of 
daily living’ and group work pro- 
grams, education of personnel, and 
research as within the scope of 
responsibility of the department. 

Home Care—Following publication 
of results of an American Medical 
Association questionnaire to spon- 
sors of home care services,’ three 
medical journals have placed the 
stamp of approval on such pro- 
grams by recommending them edi- 
torially!4.15.16 One of these! sum- 
marizes briefly yet cogently the 
advantages of home care to pa- 
tient, physician and hospital. 

New descriptions of home care 
programs did not appear this year, 
although reports of currently op- 
erating projects were brought up 
to date.!?7 Several analyses of spe- 
cific phases of services were wel- 
come additions to the literature, 
however. 

Rogatz and Crocetti call atten- 
tion to the impact that home care 
has on the parent hospital in such 
spheres as bed utilization and pro- 
fessional education, as well as its 
effect on professional services in 
the community and as a resource 
to private patients.4% An experi- 
ment in providing nursing service 
in the home following hospitaliza- 
tion for Blue Cross subscribers in- 
dicates benefits such as: shorter 
hospital stay since nursing was 
available in the home; more effec- 
tive utilization of hospital beds for 
sicker patients; monetary savings 
to patients who were in discount 
(half-benefit) periods, monetary 
savings to Blue Cross even after 
payment for visiting nurse serv- 
ice.19 From Great Britain comes a 
report of successful rehabilitation 
of older age patients discharged 
from a city hospital, emphasizing 
treatment by the family physician 
and a_physiotherapist.22 Hemi- 
plegics particularly did well, it 
was reported. 

In another report, the functions 
of a homemaker service and the 
duties of the homemaker are de- 
scribed.2! She must be able to plan 
and prepare meals; shop for food 
and other necessities; organize the 
household; care for clothing, and 
of course give bedside care when 
needed. 

Nursing Homes—lInstitutions other 
than hospitals caring for the sick 
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are usually called nursing homes, 
although other terms such as 
“parahospital” and “homestead” 
have been advanced, and it appears 
that some old folks’ homes are 
beginning to qualify as members 
of the group. Perforce there has 
been preoccupation with defining 
the services offered in terms of 
physical facilities, equipment and 
types of personnel. While licensure 
under state laws is becoming the 
rule rather than the exception, the 
requirements vary widely and it is 


essential that minimal standards 


directed toward improving the va- 
riety and quality of services be 
drawn up and enforced. Many 
state and county health depart- 
ments, the basic licensure and in- 
spection program completed, are 
using their legal responsibilities as 
springboards to improve quality. 
Domke relates the experiences of 
a county health department in col- 
lecting information, conducting 
medico-social investigations of pa- 
tients, training operators, and 
sponsoring legislation.” 

Additional groundwork was laid 
by the National Conference on 
Nursing Homes and Homes for the 
Aged, sponsored by the Public 
Health Service early in the year. 
Its objectives were “to determine 
the essential elements of service 
in the different classifications of 
homes; to delineate ways of... 
improving quality of care; to en- 
courage realistic .. . financing of 
the cost of facilities and services: 
to explore the need for and meth- 
ods of providing public profes- 
sional, patient and family educa- 
tion; to explore means of providing 
consultative services and assist- 
ance; to set guidelines for future 
action.”23 

Financing and Legislation—In a sym- 
posium on financing the hospital 
needs of the retired aged,?4 Dixon 
poses the dilemmas faced by hos- 
pitals, Blue Cross, commercial in- 
surance companies, physicians, or- 
ganized labor, welfare planners 
and legislators, as well as by the 
oldster himself. In this same dis- 
cussion, Cohen points out some 
possible answers: increase the in- 
come of aged persons; increase the 
proportion of the population 
covered by hospital insurance by 
voluntary or compulsory (e.g., fed- 
eral or federal-state) means: find 
additional sources of funds from 
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organizations like the Community 
Chest; or force hospitals to cover 
the cost of care of those who can- 
not pay by raising charges to those 
who can pay. 

After 11 years of experience, the 
Health Insurance Plan of Greater 
New York (HIP), which provides 
comprehensive medical care on a 
group basis, reports that most aged 
subscribers who have the privilege 
to convert from group to individ- 
ual contract do not convert, but 
terminate their insurance cover- 
age.25 Thus, the paradox of 
reduced income and increased out- 
of-pocket costs to maintain insur- 


ance is created, at a time when 


medical needs are increasing. 
There is no easy answer, but 
time is running out. While the 
Forand bill, to extend OASDI to 
include payment for hospital care, 
died in the last session of Congress, 
there is every indication that some 
form of federal legislation to assist 
in financing the health needs of 
older persons will be introduced 
in the new Congress. In the mean- 
time, hospital and medical groups 
are bestirring themselves to in- 
vestigate extension of voluntary 
prepayment plans. The American 
Medical Association, in a move 
interpreted by some as attempting 
to forestall federal legislation, has 
called on physicians to provide 
medical services at adjusted rates 
to “persons over 65 years of age 


with reduced incomes and very. 
modest resources,’26 presumably 


thereby permitting development of 
insurance and prepayment plans 
at a reduced rate for retired senior 
citizens. In Colorado, a state plan 
for hospital and medical care of 
old-age pensioners, financed by 
excise taxes and administered by 
the state-wide Blue Cross-Blue 
Shield Plans, may be a prototype 
for the future.27 

Activities of National Organizations 
and Agencies of the Federal Government 
—In the absence of specific federal 
legislation in 1958, it is the opinion 
of this reviewer that the most 
Significant advances in handling 
the problems of long-term illness 
can be found in the work done by 
national professional organizations 
and by the agencies of govern- 
ment. The Report of the Commis- 
sion on Chronic Illness is bearing 
fruit.28 In fact, the worker in the 
field, heretofore suffering from a 


lack of information and direction, 
is apt to feel blitzed by the steady 
stream of reports and surveys that 
cross his desk, and the conferences, 
workshops and committees that he 
hears about, or participates in, or 
is asked to join. The following ac- 
count, which is but a sample of 
the whole, illustrates the massive 
frontal attack being mounted by 
these organizations and agencies. 
In 1956 Congress authorized the 
establishment of the National 
Health Survey (Public Law 652, 
84th Congress). Its purpose was 
to provide a uniform and valid 
nation-wide measure of the es- 
sential features of the health of 
the American people. This infor- 
mation previously had been avail- 
able only in communicable disease 
reporting, specialized and _ local 
one-time health studies and sur- 
veys, and scattered reports from 
hospitals, clinics and health or 
hospital insurance groups. While 
registration of deaths yielded a 
common bench mark for mortality 
data, there was no similar index 
of the health of the living popula- 
tion.29 This National Health Sur- 
vey is now under way. In its first 


phases it is conducting a House- 


hold Interviewing Health Survey, 
designed to give continuous in- 
formation in illness and disability, 
medical care received, and related 
demographic, social and economic © 
variables. It is also testing a Health 
Examination Survey and tackling 
the methodology of collecting and 
evaluating health statistics.3° 
Without question, the continuing 
stream of information obtained 
from the work of the National 
Health Survey will have great 
pertinence to the area of chronic 
illness. | 
Conferences—The National Con- 
ference on Nursing Homes and 
Homes for the Aged, conducted by 
the Public Health Service in Feb- 
ruary 1958, has been referred to 
above.?3 
In May, another conference, 
jointly sponsored by the American 
Haspital Association and the Pub- 
lic Health Service, was devoted to 
care of patients with long-term 
illness.3! Four areas were ex- 
plored: how optimal care of the 
chronically ill patient can be 
achieved in hospitals and other 
institutions; guides required for 
administration of services for the 
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long-term patient in hospitals and 
related facilities; studies necessary 
to gather further information; and 
responsibility of the AHA to de- 
velop a program of services to fa- 
cilities other than hospitals which 
provide care for chronically ill 
patients. From this conference a 
long-range AHA program (dis- 
cussed below) is emerging. 

In June, a conference was held 
under the sponsorship of the PHS 
Chronic Disease Program to de- 
velop guide lines for home care 
programs. 

In September, the AMA held a 
planning conference on medical 
society action in the field of 
aging,®? to evolve guides for medi- 
cal societies in such areas as health 
maintenance, medical services, fi- 
nancing, education of personnel, 
and medical socio-economic re- 
search. The national committee on 
the aging of the National Social 
Welfare Assembly expanded its in- 
terest in the health problems of 
the aged and the resources. that 
should be available to them, set- 
ting up a series of regional: con- 
ferences.%3 

Committees—From these confer- 
ences have unfolded action pro- 
grams that are now being carried 
forward by standing committees 
and agencies. Practically every ma- 
jor section of the PHS is involved 
in planning, accumulating data, 
and conducting and sponsoring re- 
search in the area of long-term 
care. The AHA’s Committee on 
Care of the Chronically Il] and of 
the Aged, by year-end, had pre- 
pared a master program of action 
at national, state and local hos- 
pital levels, as well as a list of 
priorities. In 1959, this program 
will be promulgated to the field. 
The AMA has established a com- 
mittee on the aging, and is di- 
recting its constituent medical so- 
cieties to do likewise. A tripartite 
liaison committee has been estab- 
lished by the AHA, the AMA, and 
the American Nursing Home Asso- 
ciation. 

On another front, these three 
organizations and the American 
Dental Association have clasped 
hands to form the Joint Council 
to Improve the Health Care of the 
Aged “to correlate the efforts and 
resources of member organizations, 
as the principal purveyors of 
health care for the aged, and to 
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establish liaison and a cooperative 
relationship with other organiza- 
tions with similar purposes.” In 
each instance the action commit- 
tees have found that the problems 
of care of the chronically ill and 
health problems of the aged are 
intermingled to such a degree that 
they must be considered together. 

Surely this intensive activity by 
federal and state agencies, and 
hospital, medical and other health 
groups at all organizational levels, 
teamed with the work of knowl- 


edgeable and dedicated people in 


the field, presages great progress in 
the care of the long-term patient. 
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THE year of 1958 dis- 
aster planning progressed at a 
more rapid pace than in the past 
years. Approximately 80 per cent 
of the hospitals examined by the 
Joint Commission on Accreditation 
on Hospitals had disaster plans of 
various sorts and had practiced or 
had kept them current. This pre- 
paredness is better than past per- 
formances, but far from what is 
necessary to meet the responsi- 
bility that rests on doctors and 
hospitals of this country. Dr. B. I. 
Burns, who wrote this article last 
year, reported on the apathetic and 
lethargic manner in which govern- 
ment, medicine and hospitals were 
handling their responsibilities in 
regard to disaster planning. 

More than 100 articles were 
written last year on disaster 
planning and civilian defense. The 
major portion consisted of reports 
on practice and trial runs and the 
success of plans which were tested 
by actual disasters; others consisted 
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of plans, method of testing and rec- 
ommendations to be incorporated 
in the hospital disaster plan. Par- 
ticularly outstanding were the ar- 
ticles on how efficiently the hos- 
pitals with practical disaster plans 
were able to handle their disaster 
problems. Unfortunately little was 
written about the confusion and 
inefficiency that occurred where no 
plans existed, or where untried 
plans were tested. 


Chesbro* outlined the necessity 
for the local medical societies to 
take the lead in their communities 
in disaster planning. He disposed 
with the old misconception that 
“because we are too small to be a 
target center, there is no necessity 
for a disaster plan’’, and attempted 
to point out to the doctors the 
local level of the disaster problem. 
He outlined the method for the 
local medical societies to establish 
and coordinate a community wide 
plan. (The plan outlined in his 
article had a trial run during the 
AMA meeting held last June in 
San Francisco. The reports on its 


DISASTER 
PLANNING 


® Disaster planning assumes 


faster pace 


© Auxiliary seen as important 


source of help 


( 


by FRED W. MOORE 


success were highly compliment- 
tary.) 

Silas B. Hays? called attention 
to the best method of national 
preparedness in local prepared- 
ness. His article warned the doc- 
tors and medical schools on the 
necessity for education for disaster 
training and of leadership and 
guidance in organizing paramedi- 


eal groups and the expansion of 


MEND (Medical Education for 
National Defense). Leaders are 
needed at all levels and a con- 
tinuing program is required to 
meet the needs of local and na- 
tional care in emergency so “we 
can save the lives, many who 
would otherwise die’. 

A paper delivered by Leo. A. 
Hoegh* at the AMA annual con- 
vention last June called attention 
to the inability to purchase dis- 
aster planning and civilian de- 
fense. The only way is to live it. 
He pointed out that civil defense 
will involve every human being, 
professional and nonprofessional, 
and every facility that can be 
found. An enormous job faces the 
nation and the government at- 
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tempts to deal with it are en- 
couraging. 

Planning and “Trial Disasters.” The 
multitude of details necessary for 
a good plan are almost impossible 
to outline in any article or single 
publication. Siffin5 outlined the de- 


tails and system of records neces- - 


sary for handling a disaster. Each 
department must function proper- 
ly and be coordinated with other 
departments if a successful plan is 
to result. 

A disaster plan and a minimum 
of one annual rehearsal is a re- 
quirement for accreditation. Lich- 
ter and Cousin® reported on a 
guide to evaluation of individual 
plans. They pointed out the dif- 
ference between rehearsal and a 
test. Testing is the deliberate at- 
tempt to test the plan with the ele- 
ment of surprise. Rehearsal, which 
is certainly necessary, can be done 
by a “walk through” in which 
personnel are handed slips of pa- 
per with disaster problems and 
various segments are tested i.e., 
traffic, laboratory, supply, medical 
staff, etc. Rehearsal takes place 
with little inconvenience to the 
over-all hospital. However, the 
value of the plan can only be 
evaluated with segment testing 
and, if possible, with a test en- 
compassing the entire plan. 

Lichter and Cousin also bring 
out the value of publicity and com- 
munity public relations to the hos- 
pital in publicizing the rehearsal 
and testing program. The assur- 
ance to public that the hospital is 
readying itself to function in the 
stress of disaster should be told. 

The net results of their outline, 
if followed, would be: 

- @ Adequacy of hospital dis- 
aster plan demonstrated. 
@ Weaknesses and deficien- 
cies of plan corrected. 
@® Plan kept alive and sub- 
jected to periodic review. 
@ Enhanced efficiency of 
hospital functioning should 
a disaster actually occur. 
_ @ Sister Helen’ reported on trial 
drill for her hospital. She told of 
the conference immediately fol- 
lowing the trial, in which the de- 
partment heads, doctors, supervi- 
sors, Red Cross leaders and the 
Civil Defense leaders participated. 
The value of a trial of a disaster 
plan is demonstrated by the weak- 
ness that they found in their plan. 
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No one lost a life at the trial 
drill and the correction of revealed 
weaknesses could result in life 
saving methods should the “real 
thing”’ occur. 

The planning and problems 
which were intentionally created 
by the local Civil Defense office 
were realistic even to the detail of 
reporters plaguing the administra- 
tor and personnel. 

@ Disaster planning within the 
hospital, another facet of a disaster 
plan, should be a part of the over- 
all plan. Fire drills, failure of utili- 


ties and heating, the necessity for - 


temporary expansion or evacua- 
tion of various parts of the hospital 
are a few of the necessary factors 


to be considered. Sister M. Gertru-_ 


dis® covered a fire drill in the St. 
Francis Hospital in Evanston. The 
local fire chief and his assistants 
were invited to be observers. Prior 
to the advent of a disaster plan the 
hospital had-a safety committee. 
This committee has been merged 
with the disaster program. The 
article outlined a code for listing 
of fire alarms and methods of 
orienting personnel with the sys- 
tem. Her statement that “any proj- 
ect is, of course, only as effective 
as those who execute it’”’ demon- 
strates the necessity for rehearsal, 
orientation and trials. 

A Valuable Labor Force. The hos- 
pital auxiliary, an ever increasing 
service group in American hospi- 
tals, certainly has a place in the 
disaster planning. Most auxiliaries 
have at least two to four members 
per hospital bed. Here in time of 
disaster is a potent labor force. 
Hasenberg? wrote of a disaster 
drill on volunteer workers. They 
also enlisted Red Cross trained 
nurses’ aides to help in their dis- 
aster rehearsal. Without doubt this 
phase of planning requires many 
hours of proper teaching and guid- 
ing, but in time of dire emergency 
the necessary hands would not be 
available elsewhere. Do not over- 
look the auxiliary in your disaster 
plan. 

Disaster Plans Work. The efficiency 
of a plan under actual disaster 


- conditions was adequately demon- 


strated by the Montgomery County 
Culver Union Hospital, Crawfords- 
ville, Indiana. Haas!® wrote of the 
problem of caring for 400 food 
poisoning victims in an 85 bed 
hospital. Their disaster plan had 


been devised for casualties arising 
from tornados or enemy action. 
However, it was easily adapted to 
the situation. Particularly inter- 
esting was the effectiveness of pre- 
disaster planning details. The ex- 
pansion from 85 beds to 400 no 
doubt was an accomplishment that 
would have’ been an impossibility 
without a disaster plan. Haas ob- 
served that the mock disaster is 
not an entirely accurate test of a 
disaster plan. It does not bring out 
the esprit de corp of the medical 
staff, the hospital staff, the com- 
munity and the necessity for in- 
vention that should always be > 
present in an actual disaster. | 

Conclusion. The job of disaster 
planning in the hospitals is far 
from complete. Despite the many 
valuable articles written, we have 
little or nothing to show how dis- 
aster casualties were handled and 
the confusion possible lives 
lost due to unpreparedness. 

The problem of integrating our 
individual disaster plans into com- 
munity, state and national plans 
will take a tremendous amount of 
money, time and skill. The enor- 
mous problem of civilian defense 
has barely been touched. This 
country continues to spend billions 
on offense methods and weapons 
but little on defensive methods and 
civilian survival. Civilian apathy 
to disaster planning and civilian 
defense is still appalling. The doc- 
tors and hospitals cannot possibly 
do the job alone. It becomes the 
duty of informed people to con- 
stantly call attention to the lack of 
preparedness existing in our com- 
munities, our states and in our 
national government. 
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ANNUAL 
ADMINISTRATIVE 
REVIEWS 


© Engineer’s role in construction programs examined 


© More emphasis placed on record keeping 


by LELAND J. MAMER 


ONTINUED EXPANSION of hospi- 
tal facilities and gains in auto- 
mation have given the engineering 
and maintenance department 


added problems and responsibili- 


ties. Thus, the engineer in charge 
of this department, who is usually 
referred to as the administrative 
engineer, must constantly learn 
new techniques, methods and 
knowledge to cope with these added 
responsibilities. The last year has 
seen a wide variety of subje:ts 
presented in various hospital and 
engineering magazines which illus- 
trate the need for administrative 
ability as well as technical knowl- 
edge on the part of the administra- 
tive engineer. This information is 
valuable to both the hospital engi- 
neer and the hospital adminis- 
trator. 


CURRENT PRACTICES 


The engineer’s responsibilities to 
management and to all depart- 
ments in the hospital are basic to 
the over-all operation of the hos- 
pital and must be understood by 
both the engineer and the adminis- 
trator. 

The basic responsibility is the 
efficient operation and maintenance 
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of the physical plant and all of the 
equipment involved. This includes 
not only the boiler room, but all 
equipment in all departments of 
the hospital, whether directly or 
indirectly under the supervision of 
the engineering and maintenance 
department. Also, all utilities and 
service lines must be maintained, 
including water, sewage, gas, elec- 
tricity, air, vacuum, oxygen, steam 
supply and return, and any other 
services necessary to operation of 
the hospital. 

Another responsibility is the 
development of a good preventive 
maintenance program for all hos- 
pital departments. Along with this 
responsibility, the engineer should 
be asked to assist in the develop- 
ment of specifications for equip- 
ment with the department head 
and purchasing agent in order to 
be sure that the equipment meets 
all code requirements and utilities 
available.!? 

The engineer should also develop 
records that can be used keeping 
the administrator informed on the 
operation of the department. These 
records are also important in the 
development of budgets, both ex- 
pense and capital. Records should 


also be kept on all the equipment 


throughout the hospital.’ Too often, 
no records are kept by the engi- 
neer, making it difficult for the ad- 


ENGINEERING AND MAINTENANCE 


ministrator to obtain the infor- 
mation necessary for determining 
if the department is operating ef- 
ficiently. 

Besides good maintenance of 
equipment in various departments, 
the engineer should assist depart- 
ment heads, upon request, in the 
training of their personnel in the 
safe operation of equipment. The 
engineer should also assist in plan- 
ning a modernization program or 
in appraising new equipment the 
department head may be interested 
in. Too often, the engineer is not 
consulted and serious problems 
develop. 

It is suggested that the adminis- 
trator and engineer make regular 
tours of the hospital to determine 
whether programs are carried out 
and to determine whether there is 
need for replacement of  equip- 
ment. These tours give the admin- 
istrator an opportunity to evaluate 
the over-all conditions of the 
physical plant and equipment as 
well as to judge the maintenance 
program.! The engineer should be 


a member of the administrative 


team. 

The administrator should en- 
courage his engineer to join engi- 
neering groups, to attend confer- 
ences, and to subscribe to journals 
that will keep him informed and 
thus more qualified to carry out 
his responsibilities. 

Air Conditioning—More a 
hospitals are installing /air con- 
ditioning equipment and there is 
no question that this trénd will in- 
crease each year.*» Thus, it is im- 
portant for the engineer to have a 


HOSPITALS, J.A.H.A. 


Z 
WE 2 
e 


knowledge of the several types of 
air conditioning systems and the 
maintenance involved.®.7 

1. The simplest system is the in- 
stallation of window units. This 
makes for a flexible installation 
but does not provide quiet oper- 
ation or humidity control. These 
units are now permissible in oper- 
ating rooms, provided they are in- 
stalled in accordance with Bulletin 
No. 56 of the National Fire Pro- 
tection Association. 

2. The under-the-window indi- 
vidual unit is becoming more 
popular. It can be connected to an 
existing heating system and thus 
provide both cooling and heating. 
These units have the same charac- 
teristics as the window units. 

3. Another system consists of in- 
stalling package or self-contained 
units in various areas to provide 
-air conditioning for several rooms. 
An auxiliary heating unit can be 
provided to assure all-year opera- 
tion of these units. : 

4. The central plant system, 
which is the most satisfactory, pro- 
vides flexibility for all-year opera- 
tion. There are two basic types of 
central systems: One provides in- 
dividual room control through the 
use of high velocity air ducts and 
room thermostats to give desired 
cooling or heating as required. The 
other is the conventional zone con- 
trol system in which cooling coils 
are installed in main air duct sys- 
tems with booster coils in thermo- 
statically controlled branch ducts. 
This system can satisfactorily pro- 
vide year-round cooling or heating 
with adequate filtering, humidity 
control and 100 per cent fresh air 
or recirculated air. This system is 
easily maintained, it does not dis- 
turb occupants, and it is practically 
noiseless in operation.®.9.10 

However, all these systems with 
their particular units require main- 
tenance and housekeeping in order 
to keep them functioning efficient- 
ly. The maintenance program must 
include year-round or _ seasonal 
check-up, depending upon the type 
of unit or system installed.!1-12 

Reducing Costs— Because of the in- 
creasing cost of hospital operation, 
the engineer should constantly be 
looking for ways to reduce costs in 
his department. One of the first 
places to look is in the boiler room. 
Many boilers are in need of mod- 
ernization or need to be replaced. 
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Also, the firing equipment may be 
obsolete even though the boiler it- 
self may not be. If the boiler needs 
replacement, consideration should 
be given to the “steam generator” 
type of boiler which requires less 
room than the conventional 
boiler.!5-14 However, these boilers 
require careful operation and 
maintenance in order to keep them 
operating.5.16 If the firing equip- 
ment needs only to be replaced, 
then consideration should be given 
to installing new equipment to 
burn the fuel that is readily avail- 
able and most economical. Con- 
sideration should be given to in- 
stalling firing equipment to burn 
more than one fuel. Installation of 
combustion control equipment and 
other instruments should be con- 
sidered if they are not already in- 


stalled. 


Another area where savings can 
be made is in maintenance of the 
heating system, including all ap- 
purtenances involved.!7 The heat- 
ing system is often neglected, with 
the result that excess steam is re- 
quired, overheating or underheat- 
ing occurs throughout the hospital, 
steam costs are excessive, and 
everyone is unhappy. A 
article on ways to cut heating costs 
is must reading by the adminis- 
trator and the engineer.!® In sys- 
tems that provide heating and 
ventilation only where unit heaters 


are used within the duct system, it - 


is necessary to set up a regular 
maintenance prograrn. In this type 
of heating system it is necessary to 
check -he coils for corrosion and 
accumulation of dirt. Steam traps 
also need to be checked for proper 
operation.!9 Internal corrosion of 
heaters should also be checked, as 
this can occur if feed-water treat- 
ment!9 used in the boiler is inade- 
quate. Also, vent valves on coils 
should be checked for operation to 
make sure that air is always 
vented, because air can be a cause 
of corrosion within a heater.?° Unit 
heaters can be a source of waste of 
steam as well as costly main- 
tenance. 

Operating Room Regulations—New 
revised regulations pertaining to 
operating rooms as outlined in 
NFPA Bulletin No. 56 establish 
several new areas of information 
that the administrator and engi- 
neer should know. It is now per- 
missible to recirculate the air in 
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operating rooms, as tests have 
proven that no hazard is created. 
Fixed fluorescent ceiling lights can 
now be installed, but must be on 
separate electrical circuits. There 
is still a question of installing 
overhead x-ray equipment in 
operating rooms. It is important to 
note that portable electrical equip- 
ment approved for ordinary lo- 
cations can be used if it is mounted 
on a non-tippable base. 7° Testing 
methods for floors are still the 
same, records should be kept of all 
tests made.?1,22,23 

Electronic Equipment—In regard to 
new electronic equipment, there 
are several pieces of new elec- 
tronic equipment that hospitals are 
beginning to accept as important 
to good operation. One of these is 
the audio-visual nurses’ call sys- 
tem, which allows the nurse to talk 
directly to the patient without 
leaving her station.24 There are 
several systems available; they 
should be evaluated before a de- 
cision is made. In this same cate- 
gory is the personal paging system 
that can be used by doctors, 
nurses, department heads, super- 
visors and other personnel in the 
hospital.25 There are two types of 
systems, one that sends only a 
signal and requires calling the 
operator, and another that has a 
signal and a receiver over. which 
the person paged can be given a 
message. Both systems have been 
proved and many installations 
made that can be checked for suc- 
cess of operation.?6.27 Communi- 
cations equipment in the hospital 
is becoming important to efficient 
management.”8 

Another electronic item is the 
ultrasonic cleaner. This is proving 
to be a wise investment, parti- 
cularly for use in cleaning instru- 
ments. It is also being used for 
cleaning syringes, needles and 
rubber tubing, although manu- 
facturers usually do not guarantee 
results. Several types of cleaners 
are available, they should be in- 
spected for construction, operation, 
adequacy and service before a de- 
cision is made.?9 

Operatorless elevators are now 
accepted for hospital transporta- 
tion and are proving to be very 
satisfactory. Because of their com- 
plex operation, a maintenance con- 
tract is usually required to keep 
them operating. This is one more 
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item in the assortment of elec- 
tronic equipment that adds to the 
complexity and cost of hospital 
operation.%,31 

Construction and Modernization— 
Perhaps the one area of responsi- 
bility that has kept the engineer 
busiest in the past few years is 
modernization and _ construction. 
The engineer should be a part of 
the team that plans and develops 
such a program. Even before pre- 
liminary planning begins, the 
engineer should investigate and 
compile all the information he can 
find on utility services available for 
present and future requirements. 
These services would include wa- 
ter, gas, electricity, telephone and 
sewerage. Where possible, auxil- 
iary sources should be studied for 
purposes of emergencies and these 
should be considered part of this 
investigation.%2,33 

The administrator must be in- 
volved in the construction pro- 
gram, even though he may not 
have the time to devote to daily 
problems after final plans are ap- 
proved. In this case, he should 
use the engineer, either as a clerk- 
of-the-works or to make daily 
visits to the site to be sure plans 
and specifications are being fol- 
lowed and that any change will be 
brought to the administrator’s at- 
tention. The engineer should be in- 
volved in the decisions on me- 
chanical and electrical equipment 
as well as lay-out, as he will be 
responsible for operation and 
raintenance after the work is 
completed.*? As a final part of a 
construction program, the engineer 
should receive maintenance 
manuals, parts lists, operating in- 
structions, and drawings or cuts of 
all equipment installed by the con- 
tractor. He should also receive a 
list of equipment guarantees and 
the manufacturers involved as well 
as a list of replacement parts on 
all special equipment and extra 
materials that may be difficult to 
replace in the future.*2 If possible, 
he should receive a set of “as- 
built” drawings covering archi- 
tectural, structural, plumbing, 
heating ventilating and air con- 
ditioning, and electrical equip- 
ment, so that if any future changes 
are proposed, he will know what 
can or cannot be done. 

After the construction program 
is completed, the engineer should 
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paint be 


develop a program on mainte- 
nance, repair and replacement of 
equipment.*5 Increased automation 
in the hospital following a con- 
struction and modernization pro- 
gram increases the need for more 
and better maintenance.** Auto- 
mation requires better-trained me- 
chanics who can carry out more 
exacting maintenance require- 
ments?7.38 This is also true in ex- 
isting hospital areas where more 
and more complex equipment is 
being installed.39.40 
Decorating—The engineer is also 
involved in the decorating pro- 
gram of the hospital. Most hospi- 
tals realize the therapeutic value 
of good interior decoration. Pleas- 
ing wall colors can be developed 
with paint as well as with other 
wall coverings that are available, 
but it is important to not overdo 
the color treatment. 4142 A good 
redecoration program must take 
into consideration several factors: 
Will work be done on contractual 
basis or by painters on the hos- 
pital payroll? Will repainting be 
done as necessary or on a planned 
time schedule? Will color schemes 
be retained or changed from time 
to time? Will quality and type of 
specified for various 
areas? When these factors have 
been resolved, then a program can 
be developed that will best suit 
the hospital.43 Similar factors 
should be taken into account when 
other wall coverings are to be 
used. New paints and wall cover- 


ings are constantly being devel- 


oped; these should be tested 
whenever possible.44 Also to be 
considered as a part of the deco- 
rating scheme is the type of acous- 
tical treatment used on the ceil- 
ings. Besides becoming part of the 
decorative scheme, acoustical ma- 
terials bring quietness to the hos- 
pital.45 
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FOOD SERVICE AND DIETETICS 


° Technical skills no longer enough for the dietitian 


® Utilization of nonprofessional workers stressed 


® Cost control stressed in food, equipment and personnel 


by ANGELINE MANNICK 


INTRODUCTION 


DIETITIAN faces a 
greater challenge than ever 
before. With the food service man- 
agers and commercial catering 
companies being used in some 
hospitals, the dietitian must be 


Angeline Mannick is director of nu- 
trition, University of Minnesota Hospitals, 
Minneapolis. 
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able to show the administrator 
that she possesses the qualities 
and tools to efficiently operate the 
dietary department. The dietitian 
must prove that he or she pos- 
sesses the skills, both professional 
and managerial, to direct the de- 
partment in every phase of its 
operation. The dietitian must exe- 
cute administrative and opera- 
tional activities in the dietary de- 
partment, as well as lead the 
educational program both for pro- 
fessional and nonprofessional 
workers. The director of the die- 
tary department must keep in- 
formed of new methods and equip- 
ment and constantly be alert to 


opportunities for bettering the op- 
eration. 


CURRENT PRACTICES 

Administration—A good dietitian 
must be able to mold a team out 
of individuals. It is the dietitian’s 
task to create and maintain an at- 
mosphere in which all employees 
will be stimulated to want to pro- 
duce. Management requires many 
skills beyond the serving of modi- 
fied diets. It includes the ability 
to motivate people, to delegate au- 
thority, to communicate ideas and 
knowledge effectively, both to su- 
periors and to subordinates. Die- 
titians have the same or better 
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technical skills than their compet- 
itors have. They must stop being 
emotional and face the reality of 
the competition.! 

The keys to any well organized 
department are good methods and 
good people; capable, loyal, well 


informed people, with him and not 


just for him. They should have 
joint responsibility among them. 


There should be cooperative re-#* 


sponsibility between the adminis- 
trator and the director of the 
dietary department. The adminis- 
trator knows that good patient 
care, good personnel relations, ac- 
creditation and the continued ex- 
istence of a modern first-class hos- 
pital are impossible without a well 
organized dietary department and 
good food service. The adminis- 
trator in turn must provide the 
tools for such an operation, such 
as an adequate budget for per- 
sonnel, food supplies and equip- 
ment; and reasonable personnel 
policies which he expects the die- 
titian to administer fairly and 
consistently.? 

Present-day shortages have 
made it necessary to utilize non- 
professional help wherever pos- 
sible. Many smaller hospitals are 
unable to obtain the services of 
a dietitian. The Margaret Mary 
Hospital of Batesville, Ind., has 
successfully worked out a program 
with a part-time dietitian and a 
full-time food service supervisor. 
The dietitian provides the neces- 
sary professional advice that en- 
ables the dietary department to 
operate efficiently, while the su- 
pervisor is directly responsible for 
the management of the dietary de- 
partment under the direction of 
the dietitian. The results have 
shown an improved food service, 
better patient satisfaction, better 
interdepartmental relations, and a 
lower raw food cost.3 

Training Programs— A training pro- 
gram is necessary to reduce turn- 
over and waste, increase efficiency 
and raise morale. There are four 
basic steps in teaching a job: 

1. Preparation—Put the worker 
at ease, find out what he already 
knows, show importance to his 


success, and analyze the job to be 


taught. 

2. Presentation—Tell, show, and 
tell why in correct sequence; pre- 
sent one step at a time, clearly. 
Present no more than the learner 


can assimilate at a given time. 

3. Performance—Have the 
learner try his hand and tell why 
he is doing each step. Observe and 
correct the errors as they occur. 
Repeat if necessary. 

4. Follow-up—Check to see how 
well the information is retained 
and used. 

Knowledge of human relations 
is just as important as the job. 
Good employees can only be de- 
veloped; they cannot be hired 
ready-made.* 

Kitchen Planning and Equipment—The 


problem of planning efficient lay- 
‘outs for institutional kitchens is 


based on the variety of menu items 
to be prepared, the number of 
different processes required, and 
the varied sequences of these proc- 
esses. Layouts which conserve dis- 
tances that materials must travel 
in production minimize costs. The 
“cross chart” provides a method 
of studying movements of mate- 
rials in production and of deter- 
mining more efficient arrangement 
of equipment to reduce  back- 
tracking and by-passing of equip- 
ment.5 

It is advisable to look as far 
into the future as possible in plan- 
ning a kitchen. Go after the things 
needed in the kitchen as they are 
being planned. Many pieces of 
equipment need mechanical hook- 
ups which should be planned for. 

Air conditioning is one item all 
too frequently taken out of the 
planning. It is as important in the 
kitchen as in surgery. 

Many persons feel elimination 


of tile walls is a big mistake. In- | 


stalling it later requires the mov- 
ing of equipment, just to mention 
one disadvantage. Plaster walls 
require continuous maintenance. 
In planning a kitchen, it is well to 
consider thé maintenance in the 
future cost and select equipment 
that will require the least expense 
in upkeep.§ 

In these days of high labor costs 
and shortage of skilled technical 
personnel, there has been a turn to 
‘“automation’”’ as the magic system 
that will solve most of the prob- 
lems. It does require some outlay 
of time and funds. New concepts 
of operating must be developed, 
tested and sold.’ Increased auto- 
mation, it has been reported, will 
produce the following effects: 

1. The initial investment for 


equipment will be expensive. Em- 
ployees must be better trained to 
operate it. The pay will be pro- 
portionately higher, but fewer em- 
ployees will be required. 

2. The increased trend toward 
the use of proportioned and proc- 
essed food will tend to require less 
kitchen space and equipment. 

3. Vending machines will be- 
come more versatile and efficient 
and will offer a wider variety of 
foods. This type of service will 
become a part of the food service 
for personnel and visitors. 

4. Automatic equipment will de- 
velop a speedier service in the din- 


ing room, thus increasing turn- 


over.§ 
In any food service there should 
be two basic principles—standard- 
ization and centralization. One of 
the best ways to reduce labor costs 
is to reduce “handling’’. By ap- 
plying automation to the organi- 
zation of a department, trucking 
may be reduced and waste motions 
eliminated. At the receiving dock 
a number of trucks should be 
available. These same trucks may 
be used for storing produce. Fork- 
lift trucks are used to transport 
and deposit cases of food in large 
quantities. Dish dispensers elimi- 
nate extra handling. Prepared 
foods are labor savers. Refriger- 
ated and electrically heated pass- 
through units save time and effort. 
Portable equipment is an impor- 
tant space saver. Grouping of 
equipment and tools at strategic 
points saves energy. Mechanical 
aids of all types are time and labor 
saving. The ease of cleaning is 
also an important point that should 
not be overlooked.® | 

It has been estimated that the 
kitchen of the future will require 
approximately half the number of 
employees now used. The kitchen. 
of tomorrow will heat a lukewarm 
plate of food and change it to a 
steaming palatable delight in sec- 
onds. Miss Bechtel states in her 
article, ‘‘We can press two buttons, 
one for hot food and one for cold 
food. What a delight to see. Cold 
foods cold and hot foods hot. No 
cumbersome bulky food carts to 
worry about. No conveyor belts for 
assembly line prone to errors and 
confusion. The foods we are serv- 
ing could have been prepared days 
in advance. We can, if we like, 
purchase our foods pre-cooked, 
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frozen and ready-to-serve.” Elec- 
tronic cooking, many persons feel, 
marks the dawn of a bright new 
era in the dietetics field.!°. 

Cost Control—According to the 
American Hospital Association the 
total expense incurred in 1956 by 
the 6966 hospitals in the conti- 
nental United States amounted to 
more than $6 billion. The expense 
of operating the dietary depart- 
ment represented approximately 
19 per cent, of which more than 
half represented raw food cost. 

Precosting menus is an element 
of control, which when properly 
executed, will help eliminate ex- 
cessive vost in food operations. 
The mechanics of precosting food 
consist of a menu plan, standard 
purchase specifications, standard 
portion sizes, cost calculations, and 
a production plan.!! 

Manpower shortages continue 
and costs are rising. In a study 
conducted, it was found that 53 per 
cent of the amount spent by die- 
tary departments for food and 
labor costs was labor cost. There 
are several ways to control this 
cost. First we point to the need 
for specifications for equipment 
and food. If these are necessary, 
can we not also identify the same 
need for labor specifications? Do 
we have job requirements that are 
effective in selecting new employ- 
ees? Are these same job require- 
ments effective when it comes to 
rating each employee? 

The second point of cost control 
that has been emphasized in the 
literature is portion control. Can 
we also control the job content 
and the amount of time people 
spend in preparing these portions? 
Portions that are too large are no 
more costly than too much time 
spent in producing these portions. 

A third point on cost control is 
recipe standardization. When 
standardizing ingredients and 
methods, why not also standardize 
the time required, and therefore, 
the cost of labor required in the 
preparation time? Time studies are 
one method of determining this 
factor.12 

Styles and standards of food are 
changing and as they change, reci- 
pes should be examined and 
changed to meet the new stand- 
ards. They should be changed to 
use new products on the markets 
and to use more efficient equip- 


APRIL 16, 1959, VOL. 33 


ment. Recipes also should be sim- 
plified.!3 

Food Service—Food service is one 
of the important phases of patient 
care in the hospital. At the same 


_ time it gives the department an op- 


portunity to build good will in a 
number of ways. Some of these in- 
clude the use of selective menus; 
visits to patients; a card placed on 
the tray of a patient being served a 
modified diet with an explanation 
of the diet; the time the patient 
is served; use of dining rooms for 
ambulatory patients; and most of 
all, tray service with attractive 
food, tray covers, dishes, silver, 
and glassware.!4 In planning menus 
it is well to remember patients 
appreciate receiving the same type 
of food they receive at home, such 
as sandwiches, cold plates, etc. 
Timing the meal service to the 
hour the patient is accustomed to 
eating at home also builds patient 
satisfaction.'5 

Much has been said for and 
against the selective menu. Advo- 
cates of selective menus indicate 
there is less plate waste, more pa- 
tient satisfaction, reduced food 
cost, and the opportunity to use 
of foods not acceptable to all. Se- 
lective menus are also a’ valuable 
teaching aid.!6 A regional, seasonal 
selective cycle menu service is of- 
fered to hospitals 16 times a year 
in HOSPITALS, J.A.H.A.!7 

In some smaller hospitals die- 
titians find the nonselective menu 
better. It has been reported the 


nonselective menu was more eco- 


nomical for efficient service, that 
it saved labor, and that it pre- 
vented the patient from selecting 
an unbalanced meal.!8 
Education—-With the continuing 
shortage of dietitians throughout 
this country and Canada much 
thought has been given to plans 
for attracting more young people 
into the dietetics profession. The 
American Dietetic Association has 
revised the plan for academic 
preparation in college. The Cana- 
dian Dietetic Association has ap- 
pointed a committee to draw up a 
plan for integrating summer ex- 
perience into the internship pro- 
gram, so that adequate credit may 
be awarded for the experience and 
thereby shorten the postgraduate 
period of training. The plan was 
circulated among university course 
directors, intern course directors, 


provincial directors and the board 
of the Canadian Dietetic Associa- 
tion. No action has been taken on 
the plan, but it was recommended 
that it be studied further. It was 
stated that the present 12-month 
internship is ideal, but the situa- 
tion is such that an attempt must — 
be made to face the competition of 
allied fields requiring little or no 
postgraduate training.!9 

It is the responsibility of the 
administrative dietitian to train 
her staff (and dietetic interns if 
she directs an internship) to be 
alert to the opportunities offered. 
It is to her that they look for 
leadership and guidance. A good 
working relationship should be 
maintained with the other de- 
partments in the hospital. Com- 
munications should be stressed and 
carried out effectively with other 
departments and within the de- 
partment itself. Weekly staff meet- 
ings to which each member con- 
tributes are stimulating and 
educational. Seminars held at fre- 
quent intervals bring attention to 
new concepts of diet therapy, nu- 
trition education, methods and 
equipment. 
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HOSPITAL 
INFECTIONS 


Hospital staphylococcus infec- 
tions have been the subject of 
much discussion in the past year.) 
Much information about the prob- 
lem has been made clearer to hos- 
pital administrators and to the 
public generally.*:* Suggestions 
about methods of controlling 
staphylococcus infections have 
been numerous,>® and the litera- 
ture voluminous.’* Unfortunately, 
very little new basic information, 
scientifically speaking, was forth- 
coming, and for this we shall have 
to look to intensified research in 
the future. 


CURRENT PRACTICES 


Perhaps the most important 
feature of the year’s activity was 
the clearer recognition of the limi- 
tations of our present knowledge 
of infections and of staphylococ- 
cal disease in particular. It would 


Dean A. Clark, M.D., is general director, 
Massachusetts General Hospital and chair- 
man of the AHA Committee on Infections 
Within Hospitals. 
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Antibiotic-resistant “‘staph’’ continues 


to harass hospitals 


. Progress made in identifying sources of infection 


© More research on infectious diseases needed 


by DEAN A. CLARK, M.D. 


appear that prior to the era of 
sulfonamides and antibiotics, re- 
search in bacteriology quite natu- 
rally was focussed on the dead- 
liest infections of that day: the 
hemolytic streptococcus, pneumo- 
coccus, and meningococcus, for 
example.* Study of the staphylo- 
coccus, even then, was rather limi- 
ted. The advent of sulfonamides 
and antibiotics resulted in four 
things: 

1. Control of the deadliest infec- 
tions to an extraordinary degree; 

2. A false sense of security about 
the control of infections in gen- 
eral, and some relaxation in the 
strictness of aseptic and isolation 
techniques; 

3. Reduction in interest in re- 
search in problems of infection; 

4. Widespread, probably unnec- 
essary, use of antibiotics, eventu- 
ally accompanied by the emer- 
gence of antibiotic-resistant 
bacteria, particularly in the staph- 
ylococcus group.!? 

In the end, the outcome has 
been a concentration of antibiotic- 


resistant staphylococci in the place 
where antibiotics were most used, 
namely, the hospital. Whether the © 
rate of endemic infection with 
staphylococcus among hospitalized 
patients has actually increased 
during this period is not known; 
recognized epidemics with certain 
strains of the organism have cer- 
tainly occurred—whether such epi- 
demics occurred, unrecognized, 
previously, we do not know. What 
is clear, however, is that, for the 
first time a large proportion of 
hospital-acquired infections, both 
endemic and epidemic, recently, 


have been caused by antibiotic- 


resistant strains of staphylococcus, 
making treatment extremely dif- 
ficult.10 

There is some difference of opin- 
ion among students of the prob- 
lem as to whether the principal 
mode of spread of staphylococcus 
infection is by direct contact with 
an infected person (or carrier) or 
by indirect means, such as instru- 
ments, dust, polluted air, linen, 
etc., which harbor bacteria after 
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having been contaminated and not 
properly sterilized thereafter.9 The 
ccnsensus would appear to be that 
both methods are probably in- 
volved and, therefore, that pro- 
tection must be sought against 
both.13 

* Analysis of the situation remains 
difficult, in any event, because of 
lack of information on _ several 
basic points, such as: 

1. The Extent of the Problem—No 
one knows how much hospital- 
acquired staphylococcal disease 
there is today, or whether this is 
more or less than 5, 10, or 50 
years ago. One of the purposes of 
the bulletin of the American Hos- 
pital Association! on staphylococ- 
cal infection was to stimulate more 
adequate reporting of infections. 
Determining the extent of the 
problem is made especially diffi- 
cult because staphylococcal infec- 
tion acquired in a hospital often 
does not become apparent until 
the patient has been discharged. 
It may be recognized only after 
other people have become infected, 
too.!2 

2. Virvlence or invasiveness of 
Staphylococcus Strains—There is, in 
fact, no known way of determining 
the virulence of a given strain.” 

3. Host Resistance—Why, in an ex- 
posed group of persons (say pa- 
tients on a single ward), some will 
acquire severe infections and 
others none at all is not known. 
There is no test to determine im- 
munity or susceptibility to staphy- 
lococcus infection. There is no 
proven method of increasing im- 
munity .? 

Considerable progress has been 
made, it is true, in identifying the 
organism responsible for a given 
epidemic, through the use of bac- 
teriophage-typing. This has made 
possible the identification of the 
source of the epidemic—usually 
an infected person—in many in- 
stances. But phage typing is of 
little use except in epidemics.’ 


In appraising the characteristics . 


of the present situation, certain 
general considerations which pos- 
sibly make for greater suscepti- 
bility among hospitalized persons 
now than previously must be re- 
_ membered. 

First, as more people are now 
living to be old, a higher propor- 
tion of hospital patients than pre- 
viously necessarily are old people, 
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who are presumably more debilita- 
ted and likely to become infected 
than young people. 

Second, procedures carried out 
in hospitals, particularly opera- 
tions, are more complicated and 
more extensive than ever before 
and, besides increasing the time 
during which infection might enter 
a wound, for instance, also leave 
the patient exhausted, weak, and 
presumably easier to infect.! 

Third, hospitals in this country 
have more employees per bed than 
ever before and also have been 
very full, with over-crowding—and 
hence greater ease of transmission 
of infection—a distinct possibility. 
How important these factors may 
be in relation to the inherent in- 
vasiveness of some strains of 
staphylococcus or to the level of 
immunity of individual patients is 
not known.!” 

At all events, authorities agree 
virtually unanimously on the 
measures hospitals should take in 
attempting to control staphylococ- 
cal disease. 

1. Try to determine the extent 
of the problem. This requires a 
hospital-wide infections committee 
and some one person designated 
as hospital infections control of- 
ficer (or some such title), a good 
reporting system, and follow up 
of discharged patients, particular- 
ly post-operative and maternity 
patients. Here it is important to 
enlist the cooperation of all the 
hospitals and physicians of a com- 
munity and especially of the pub- 
lic health department.!2 


2. Institute rigid control of 


aseptic and isolation techniques 
used in operating rooms, dressings, 
and of disposal of contaminated 
materials, instruments, etc. Along 
with this must go great attention 
to general cleanliness of the hos- 
pital.!4 This requires particular at- 
tention to methods of cleaning 
walls and floors, doing laundry, 
handling linens, pillows, and mat- 
tresses, filtering ventilation and 
air-conditioning systems. Clean- 
liness of personnel is obviously of 
the greatest importance, too. In- 
deed, it may well be that the single 
best method for control of staphy- 
lococcal disease is frequent wash- 
ing of hands with soap and water. 

3. Strictly isolate all known 
cases of infection among patients. 
Or, as it has perhaps been better 


put: “Keep sick people away from 
each other.”!2 

4. Identify all staff and em- 
ployees who have infections and 
keep them from contact with pa- 
tients until they are infection- 
free. Skin infections such as boils, 
paronychiae, dermatitis, etc., prob- 
ably are of special importance 
here, but nasal carriers may be 
involved in some instances. Re- 
moving employees and staff from 
patient contact may involve some 
increase in paid sick leave or pos- 
sibly in workmen’s compensation, 
but this is an expense which sim- 
ply has to be met as a part of 
maintaining a safe hospital.? 
Whether patients acquiring infec- 
tion in a hospital may have rights 
to damage payments from the hos- 
pital in states where hospitals do 
not have the old “charitable ex- 
emption” to liabilitiy suits is as yet 
uncertain. Unquestionably, how- 
ever, the hospital that has taken 
all recognized protective measures 
will be in the best position in case 
of such suits. 

5. Reserve some antibiotics for 
use exclusively in staphylococcus 
infections. It has been found that 
strains of this organism resistant 
to all antibiotics in common use 
in a hospital eventually emerge. 
Therefore, the chances are greater 
that staphylococci susceptible to a 
given antibiotic will be found in 
a hospital in which that particular 
antibiotic has not been in wide- 
spread use.!° 

6. Introduce and maintain a 
vigorous program of education for 
staff and personnel in the dangers 
of infections and in known meth- 
ods of controlling them.!% 

7. Recognize that infection is a 
permanent problem for hospitals, 
no matter how many new “miracle 
drugs” are discovered, and, ac- 
cordingly, keep control measures 
in effect permanently. As has been 
well said, “No staphylococcus is 
immune to asepsis.’”? 

All in all, the renewed attention 
to hospital-acquired infection that 
arose during 1958, whether or not 
it immediately results in control 
of staphylococcal disease, will un- 
doubtedly be generally beneficial 
to hospitals through increased me- 
ticulousness in the techniques of 
asepsis and isolation, improve- 
ments in general cleanliness, and 
alertness to all infections. A great 
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increase in research on staphylo- 
coceal disease is already going on 
"and, in the long run, may yield 
information to make possible a 
more direct and precise attack 
upon its control. 


1. American Hospital Association: Bulle- 
tin—‘“Prevention and control of staphy- 
lococcus infections in hospitals.”” May 
21, 1958. 

2. Report of 1958 Atlanta Conference: 
“National Conference on Hospital-ac- 
quired Staphylococcal Disease.” 


INTRODUCTION 


FTER REVIEWING approximately 
60 articles published in 1958 
by nine publishing groups, it may 
_ safely be said that we continue to 
be guilty of the charge made by our 
friends in journalism; hospital lit- 
erature lacks specificity and the 
auth6ritative punch that comes 
with the weight of well correlated 
facts, clearly presented. 
The careful reader is left with 
a mind full of questions. How do 


Anthony J. J. Rourke, M.D., is a hospital 
consultant in New Rochelle, N.Y. 
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3. Spencer. s “Hospitals t their 
toughest Evening Post 230:23 


May 17,. 1958. 

4. Mudd Stuart. Scientific American. 
200:41-5 Jan. 1959. 

in Hospitals”—N.Y. State Department 
of Health 1958. 

6. Rosalind S. Frine, “Epidemio- 
logic A taphylococeal In- 
fections” Mass. G Practice News, 
6:5-12 Nov. 

7. “Selected Materials on Staph 
Diseases""—Public Health Se 
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8. of Staphylococcus Dis- 
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British Medical Journal, July 16, 1958, 
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11. Hare and Ridley—‘“Further on 
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12. “Staphylococcal Symposium’’—Ameri- 
can Journal of Public Health, Vol. 48, 
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13. “Staph lococcal Infections in Hospi- 
tals” entral Service Health Council, 
Ministry of Health, Her Majesty's 

14. ected Materials on Environmental 
ts of Staphylococcal Disease.’’— 
Disease Center, January 1959. 
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you provide the compact work- 
able unit? What are the better 


features of contemporary hospi- 


tals? How large should a site be? 
On what sound basis should phar- 
macies be placed near medical and 
surgical bedrooms? 

Outstanding exceptions to the 
above criticism in the 1958 litera- 
ture reviewed are seen in two ar- 
ticles written by two department 
heads. In a housekeeping article, 
we find concrete specifics illus- 
trated: ‘‘Who ever convinced 
architects that cork was more at- 
tractive, quiter, richer than rub- 


HOSPITAL 
PLANNING 


Debate over self-help units 
waxes warm 


® Expansion plans provide 
for new services 


° New emphasis placed on role 
of hospital engineer 


by ANTHONY J. J. ROURKE, M.D. 


ber tile, which is infinitely easier to 
maintain?’”’ Debatable perhaps in 
the minds of some, but thank 
heaven for an author whose ex- 
perience prompts her to give a 
clean cut, definite opinion.! Equal 
honors for calling a spade a spade 
go to a director of purchases who 
stated”. . . we now have a grand 
total of 28,085 square feet. . . for 
a 1,000 bed hospital.” He backed 
up his figure with itemization and 
size for storage in his hospital. This 
article has authority in it. 

With the above constructive 
criticisms out of the way, let it be 


HOSPITALS, J.A.H.A. 


> 
‘ 
™. 
~ 


APRIL 16, 1959, VOL. 33 


when precise volume control 


is imperative in pediatric infusions 


Volu-Trole s4rse™ 


The disposable Volu-Trole Saftiset provides 
accurate control of volume and drip rate 

for I.V. infusions. Thus it reduces the 
possibility of fatal overhydration in pediatric 
patients. Volu-Trole Saftiset is sterile, 
pyrogen-tested and ready for immediate 

use with all standard flasks. 


and for safer, 
easier needle insertion, use the 
Cutter Pediatric Scalp Vein Set 
_ with the Saftigrip™ 


Saftigrip provides easy fingertip 
control, holds the needle bevel 
in correct position, and simplifies 


insertion. Infusion Set requires no Se 


head restraints. Baby is more 
comfortable. Set is sterile, ready to 
use. Available with 23 gauge 
needle for fluid infusions or 20 
gauge needle for blood infusions. 


mi 
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‘recorded that 1958 saw improve- 
ment in the reporting over ’57 and 
56 in the field of hospital plan- 
ning. Let us hope that ’59 will see 
still greater strides. It was once 
said, by whom I know not, “He 
condensed a minimum of ideas into 
a maximum of words.” This is one 
thing that cannot be said about 
the articles on planning. When a 
240-bed hospital, built at a cost 
of $4,358,000, is reported to the 
field with seven pictures, three 
floor plans and less than 2500 
words, it is better said that the 
publication condensed a maximum 
of ideas into a minimum of com- 
munication. Since it will be many 
years before this field is flooded 
with monographs or doctoral the- 
ses, let us hope our articles will 
have greater depth, drilling one 
hole at a time instead of covering 
everything in one shallow broad- 
side. | 


CURRENT PRACTICES 

Progressive Patient Care—The year 
saw the complete acceptance of 
the recovery suite, and Thoms et al. 
at Manchester, Conn., started dis- 
cussions which still are waxing 
warm nation-wide regarding in- 
tensive, intermediate and self-help 
units in the general hospital.4 The 
discussion in the field seems to 
follow these lines: 

1. It costs more—it costs less. 

2. It is good for concentrated edu- 
cation for student nurses and 
house staff—it prevents good 
programming for education. 

3. There are patients for the self- 
help unit—there aren’t patients 
for the self-help unit in a gen- 
eral hospital. 


4. Blue Cross will eventually pay | 


for self-help in every area— 
Blue Cross will never pay for 
self-help. | 
5. Manchester results parallel the 
Western Electric experiments 
where focused attention per se 
led to improved performance. 
6. Few debate the theory that the 
intensive care unit obviates the 
need for the traditional special 
duty nurse and results in a sav- 
ing to the patient. oe 
Time will soon give us the an- 
swers to all these points. This one 
idea deserves mention as one of 
the most outstandingly new and 
constructive bits of thinking in 
1958. 
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‘Nesecomial infections—The litera- 
ture on hospital-acquired infec- 
tions is too numerous to cite. Let it 
be said that it is having profound 
effects on hospital planning and 
construction in such areas as linen 
chutes, laundries, air-conditioning, 
ventilation, morgues, janitors’ 
closets, delivery and surgical suites 
and areas of housekeeping. 

Long-Term Care—The Commission 
on Chronic Illness, in its able con- 


tributions on the care of the long- ~— 


term ill, prophesied what seemed 
to be evident to the field in 1958. 
The creation of four units was re- 
ported, one from a former nurses’ 
home, one from a hotel, and two 
new units were built.5 through & 
The reported facts and opinions 
were unusually close, even though 
the four units were located in New 
York, Pennsylvania, California and 
Alabama. Long-term patients are 
now cared for in acute beds, at 
home, or in inadequate, isolated 


nursing homes. Close association 


with the general hospital provides 
readily available services of the 
doctor, nurse, dietitian and social 
worker, as well as providing some 
sharing of the services of pur- 
chasing, pharmacy, accounting, 
laboratory, etc. 

Reconstruction of former hotels 
and nurses’ homes meets with cer- 
tain insoluble limitations. New 
structures for chronic care cost 
less to build than new acute hos- 
pital units, and some federal funds 
are available. Per diem costs of 
operation may be considerably less 
than per diem care in an acute 
bed. These units experience a high 
census rapidly. The average age 
of the patients is well into the 
seventh decade. Less highly skilled 
personnel are needed. There is 
some indication that employment 
in these units may not be as de- 
sirable as that in the acute hospi- 
tal and that special emphasis may 
be needed in selection and train- 
ing of employees. Many of these 
patients are able, and will be 
happier, to use a communal din- 
ing room. Visiting privileges are 
greatly relaxed in the long-term 
unit. Unfortunately, prepayment 
and insurance plans are not uni- 
versally prepared to finance care 
in such units. Admission policies 
are still under study and whether 
direct admission or only transfers 
from general hospitals are prefer- 


able remains to be seen. 
Construction Costs—1958 brought 


welcome relief from the rapidly 
increasing costs of construction. 
Some leveling off occured. At best, 
a discussion of costs is difficult, 
and the costs reported during the 
year in most instances represent 
building contracts awarded a year 
or more previously. They also rep- 
resent a wide geographical distri- 
bution of projects. The fallacy of 


~ quoting construction costs per bed 


is evident when one reviews the 
wide variation in square feet per 
bed as reported in these ar- 
ticles, 9 through 17 

Use of this type of information 
at the local level is fraught with - 
great danger because of the wide 
geographical variations in cost and 
the great time lag between the 
awarding of construction contracts 
and the reporting of them in the 
hospital literature; however, the 
square feet per bed has very im- 
portant implications, regardless of 
the location or time lag in re- 
porting. If the central services are 
built large enough to serve twice 
the number of beds built in the 
first phase, it becomes evident that 
the average floor space per bed 
built in first phase will be high. In | 
reverse, inadequate central serv- 
ices even for phase one building 
will result in substandard floor 
area per bed and lower construc- 
tion costs, which will be expensive 
to remedy at a later date. 

Other pitfalls in comparing costs 
are the result of lack of definition 
of a “project cost” as compared to 
a “construction cost.” 

From Orthodox to Unorthodox— 
When the unorthodox is used as 
an “attention getting’’ device to 
serve the architect, consultant or 
hospital, rather than the patient, 
one must be on guard. When the 
unorthodox represents a new ap- 
proach for a better solution of an 
old problem, then one must be 
alert to identify, accept, and adopt. 
Each year the literature describes 
some new approaches. Some, like 
fountain pens that write under 
water, are identified easily as the 
“so what?” group, while others 
serve as the only nutrition upon 
which progress grows. Last year 
was not very fruitful in this re- 
gard, but no review would be com- 
plete without pointing out some 
illustrations. 
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® Two round hospitals were de- 
scribed, one in Massachusetts and 
the other in California.!*%!% Both 
have accepted the need for a struc- 
ture outside the circle, to house 
facilities not well placed within. 
The comparison of just one area 
in each plan, the typical nursing 
floor, raises many interesting ques- 
tions. Both articles make generali- 
zations about savings in personnel 
which do not seem to this reader 
to be based other than on the shaky 
ground of assumption. These two 
articles would serve as stimulation 
for a symposium on the roundplan. 
It will take at least five years of 
operation to help us decide 
whether this approach may be 
classified as practical or imprac- 
tical. Until then, let us hope for 
more articles on this subject, with 
greater specificity and fewer gen- 
eralizations. | 

@ The article on planning a hos- 
pital heliport is concise, specific 
and packed with worthwhile in- 
formation for architects designing 
a “touch down area.”2° The re- 
viewer wonders what clinical en- 
tities would warrant spending any 
money for such a facility at a hos- 


pital; if “touch down areas” are. 


possible in playgrounds, public 
squares, parking lots, and golf 
courses sufficiently close to the 
hospital to serve the purpose; and 
whether the author planned using 
the heliport for hospital parking 
for the remaining 99.9 per cent 
of the time. Are hospital he!iports 
fund-raising innovations, attention 
getting devices, medically con- 
ceived, or a practical service to 
the sick? Might they have justified 
places in planning for removal of 
the sick from small hospitals in 
isolated resort areas such as 
islands, mountains, snow areas, 
skiing sites, etc. to large treatment 
centers? 

@ Doctors’ private offices in hos- 
pitals and in closely associated 
hospital office buildings arrived as 
a “fait accompli” in 1958.2! 

@® Discussions of bomb shelters 
and protection against fallout ra- 
diation and therapy equipment 
radiation reminded us again in 
1958 that the threat of war is 
constantly with us and that man- 
made devices for treatment need 
man-made devices for protection. 
A $70,000 bomb shelter to house 
30 per cent of the hospital’s even- 
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on which hospitals 


tual 383 beds will withstand a 20- 
megaton hydrogen bomb blast at 
three miles from ground zero and 
will contain a one-day supply of 
canned or processed food.22 Your 
reviewer doesn’t want to be 
“Chicken Little” in this area of 
what is to fall from the skies, but 
he does want to know: Should 
every hospital have a bomb shel- 
ter? Should industrial plants, mili- 
tary installations, rail centers, har- 
bors and airports have a bearing 
should or 
shouldn’t spend $70,000 now? 
What prompted the hospital de- 


- seribed to build a bomb shelter? 


As neophytes in this area, some 
six or seven thousand hospital ad- 
ministrators are not as interested 
today in how to build or operate 
a bomb shelter as they are in how 
they determine whether they 
should or should not have a bomb 
shelter. 

Articles on radiation protection 
and fallout shelters are scholarly 
articles, scientifically presented 
and documented, that deal with 
very precise engineering sub- 
jects..24 They make fine pieces of 
reference material and leave one 
longing for more of this type of 
writing by architects, consultants 
and administrators. 

@® The psychiatric unit occupies 
the top two floors in a ten-story 
hospital. An alcoholic unit spon- 
sored by Alcoholics Anonymous is 
located in the chronic disease sec- 
tion on the sixth floor.25 These are 
two long-desired innovations 
which will rapidly become ac- 
cepted practice. 

@ “One of the general patient 
floors is reserved for the chron- 
ically ill, and has a special lounge 
and dining facilities. The mothers’ 
visiting room is the latest innova- 
tion in maternity departments.?6 

® The traditional parallel place- 
ment of beds in a two-bed room 
was attacked in 1958. One author 
champions the opposite corner 
plan! while another champions the 
foot to foot placement of beds in 
a longer shallower room.!? 

- @ Consultants and architects are 
rapidly becoming aware of the 


ever increasing length of the hos- - 


pital bed as well as the difficulties 
in getting to and from the window 
bed in semi-private rooms. The 
dresser may soon become a thing 
of the past in hospital furniture. 


One author planned his hospital 
on a unit basis, 12 feet on parti-— 
tion centers.!4 Others are planned 
with columns 25 feet on centers 
and 12% feet on partition centers. 
The need for adequate space in 
the hospital room is at last being 
recognized. 

Many New ideas—One nurses’ sta- 
tion serves an 87-bed floor. A new 
department of medical physics is 


gradually finding a place.? Barber 


and beauty shops were added for 


the comfort of the chronically ill.!! 


Special screens are sandwiched be- 
tween glass panes to reduce sun 
glare and solar heat load.!! Kitchen 
design was geared to prefabricated 
meats “ready for the pot’’, frozen 
fruits, vegetables, and other food- 
stuffs. The meat racks, saws and 
blocks are no longer needed, but 
new requirements for deep freeze 
refrigeration arise. 

One administrator changed the 
tone of. reporting in suggesting 
some things he wished were pres- 
ent in his new hospital.!2 To him 
a salute and hopes for more. He 


praises his architect who gave 


economy as his answer for restric- 
tions in the planning. In any event, 
the following represent the desir- 
able that became undesirable be- 
cause of money: a better office for 
director of nursing, a coffee and 
gift shop, a second delivery room, 
a treatment room on the nursing 
unit, more “on the lot” parking 
space, better control of heating 
and ventilation and a more at- 
tractive exterior design. Confes- 
sion is so good for our planning 
souls. Let etiology come later. 

Alterations and Additions—Most au- 
thors bemoaned the fact that old 
structures had to be retained. It is 
abundantly evident in their writ- 
ings, as it has always been to the 
consultant and architect, that al- 
terations and additions are ex- 
tremely more difficult than the 
planning and construction of en- 
tirely new units. 3 

The old does not lend itself to 


modern hospital operation, and the 


board ard public cannot agree to 
demolish it. How can it best be 
used in the assignment of space? 
These are problems as old as the 
words alteration and addition. One 
author describes his solution.?? An- 
other describes a turnabout de- 
sign with a long-range plan.” An- 
other describes the impossible in 
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his article on doing business as 
usual during alteration.2? When 
one has to add to a 60-year-old 
hospital in the face of a steeply 
sloping site, he would do well to 
review a solution published last 
year.*9 Remodeling with a “do it 
yourself kit” is described: by one 
administrator.*! Without profes- 
sional guidance one needs a strong 
back to assume the responsibility 
associated with wiring, plumbing 
and ventilating a hospital, housing 
an innumerable number of elec- 
trical gadgets, disposing of highly 
contaminated human excreta, and 
moving air which may readily 
spread infection from morgues to 
surgeries, or from laundries to pa- 
tient rooms. 

Pianning—Pressures to expand 
- came from within and without the 
hospital in 1958. Stimulation to 
expand came from funds available 
for such purposes.*? In some cases, 
it was due to increasing pressure 
for admission of patients, while in 
other instances the absence of re- 
covery room, inadequate space for 
x-ray, laboratory, surgery, kitchen 
or other function caused the ex- 


pansion. Long-range planning is 
becoming more prevalent, and 
more hospitals are seeking func- 
tional knowledge of hospital op- 
eration to add to the architectural 
and enginnering skills. The old 
practice of baking a cake “out of 
your head” is gradually giving 
way to having a good recipe first 
and then following it carefully. 
Better planning calls for study, 
followed soon thereafter with 
drafting boards and sketches. 
Too few planning sessions at 
national levels took place in 1958; 
however, one round-table was re- 
ported.** It apparently was not 
planned, and hence lacked the 
specificity that we need so badly. 
The following worthwhile thoughts 
were spontaneously generated: 
Twenty-five year long-range 
planning in this dynamic climate 
of hospital and medical care is 
unrealistic. | 
Proximity of doctors’ private of- 
fices at or near the hospital will 
have marked effects on space 
needed for x-ray, laboratories, 
physical therapy, pharmacy, etc. 
Central administrative and clin- 


ical services are not well adapted 
to the same size space as are pa- 
tient nursing units. Service units 
are better placed on lower floors 
in spaces less rectangular, for lat- 
eral expansion. Patient space 
should be assigned in upper floors, 
to be expanded vertically. 

The administrator who blocks 
the architect, department heads 
and medical staff from meeting, 
and the architect who fears the 
heated discussion of the medical 
staff and hence bypasses it, or is 
too busy to discuss the details with 
the hospital family, are not well 
suited to their assignment. There 
is not enough “sittee-talkee” be- 
fore lines are drawn, Change or- 
ders are inversely proportional to 
the time the architect and con-_ 
sultant spend in sessions with the 
hospital family. A final point at the 
end of preliminaries should seek 
the owner’s signature as accept- 
ance of schemes. 

The distribution of hospital ac- | 
commodations among private, 
semiprivate and ward is dictated 
by local customs, local economics, 
local methods of budgeting care, 


Why BRILLO SUPERWELD FLOOR PADS 


give extra long service 
in floor maintenance 


Brillo Superweld is a radically new kind of 
floor pad. Its steel wool fibers are welded to 
form radial reinforced ribs. This means a 


more durable pad, a less costly operation for 


you.. 


Brillo Superweld enhances floor finish 
Its metal fibers are cross-stranded in every 
direction . . . give a better cleaning and pol- 
ishing section on all types of floors—asphalt, 
hardwood, linoleum or vinyl. 


Brillo Superweld lasts longer 


A strong, yet flexible radial weld holds these 
metal fibers securely in place—adding greater 
strength and durability. Brillo Superweld can 
be used over and over again. 


Brillo Superweld lowers maintenance costs 
Every Brillo Superweld Pad has powerful 
abrasive action—enables your machine to 
work rapidly—gives floors a higher gloss. You 
save time and money when you use the new 


Brillo Superweld Floor Pads. See your sup- 
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and local past experience. 

Short-range solutions to prob- 
lems of obsolete facilities often 
stymie ultimate and less costly 
programs on a long-range basis. 
Never plan a new wing without 
planning in detail the use of ex- 
isting space. 

In a plea for more participative 
planning the chairman ended his 
round-table with this statement; 
“No one-man plans!”’ 

Hospital planning and communi- 
ty planning should go hand in 
hand.35 City population shifts af- 
fect hospitals.*6 Urban renewal 
should always consider possible 
hospital needs in such areas.*? 
Parking poses problems for phy- 
sicians.8 

A comprehensive study was 
published during the year, outlin- 


ing the results of a thorough study 


of modernization needs in existing 
hospital buildings.*9 

The Hospital Engineer and Physical 
Plant— The abundance of literature 
about the hospital engineer’s place 
in hospital planning can hardly be 
considered merely coincidental. It 
seems likely that an individual, a 
society or the magazines stimu- 
lated the flow of printer’s ink in 
this field. Regardless of the cause, 
it was a good sign and a healthy 
approach. There was some evi- 
dence of “seeking status’’, but the 
arguments for better care are ir- 
refutable. The ideas put forth by 
one outstanding hospital engineer 
could be summarized as follows: 
Bring him in early, bring him to 
every meeting: His being informed 
as you go along is as important 
as his contribution. Use him as a 
checker of specification before a 
job is awarded and as your in- 
spector during construction. As- 
sign him to final review before 
acceptance of job. Have him fa- 
miliarize himself and his staff with 
the mechanical equipment as it 
grows. 

The reviewer could find no fault 
with the ideas put forth, but the 
author doesn’t indicate how he 
will find the time. You cannot 
administer a hospital] full-time and 
do justice to planning as well. This 
axiom must be equally true of the 
hospital engineer who assumes the 
major responsibilities described 
above.* 

A second hospital engineer 
agrees substantially with the pre- 
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vious author but goes a step fur- 
ther in stressing the maintenance 
necessary after construction is 
over.*! Another author places great 
stress on the place of the hospital 
engineer.*2 

Hospital decoration is vigorously 
debated by one author and four 


discussants.** Some agree with the 


author, others politely say “stick 
to your last.’’ This was one of the 
few stimulating bits of literature 
in 1958 that carried more than the 
usual spark of feeling. It makes 
entertaining as well as informative 
reading. 

He took two pictures and less 
than 2,500 words to convince me 
that hospital lavatories set from 26 
to 31 inches from the floor are too 
low.*5 So he “‘took the bow] by the 
horns” and said in so many words, 
“Place them at 36 inches and I will 
concede but 2 inches for a fixed 
minimum of 34 inches.” It was 
pleasant to see such a little item, 
but such an important one, handled 
so well. 

> Do you want material to read 
on design and construction ?46 

> Water, gas, electrical power, 
steam, sewers and phone service 
also need better planning.4? 

>» Keeping an institution young 
involves preventive maintenance, 
constant servicing, remodeling and 
restyling.* 

P A detailed check list of ques- 
tions in planning surgery, central 
service, recovery room and emer- 
gency reveals many hours of ex- 
cellent thought.*9 It is hoped that 
the check list of answers in space 
needs will follow in 1959. 
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Above: a unit born of the conviction that x-ray 
diagnosis deserves undivided share-of-mind — unen- 
cumbered by limitations of movement, unconcerned 
with operating detail. It is, in fact, a design guided 
by radiologists themselves. 


new mark of x-ray excellence 


General Electric introduces the Imperial 1] — para- 
gon of every diagnostic virtue. It is a unit for those 
who acknowledge the immeasurable benefits of ease, 
efficiency and refusal to be overtaken by obsolescence 
— who realize that these values make first cost 
secondary. 

There follow a number of intimate and interest- 
ing revelations concerning the Imperial II. 


| 


Lets nothing stand in the 


Meet the Imperial II . . . at whose table x-ray 
diagnosis becomes a matter of technique, not 
physique. A unit so willingly responsive, using 
it shortly becomes a reflex action — so flexibly 
functional, it performs as an extension of the 
radiologist himself. To elaborate — 

@ The remarkably easy handling of its spot- 
film device is truly “reflexomatic’’ — so maneu- 
verable it asks no more effort than a hand shake. 
@ Fluoroscopic shutters are operated by a new 
direct-linkage mechanical control. Hence, they 
respond instantly, with no lag . . . gently, with 
no lash... “reflexomati¢.” 


@ Fully “reflexomatic,” too, is this 
weightless overhead tube hanger. Wit! 
ging cables it steers lightly, precisely t 
along the length and breadth of the 
beyond within a 12 x 12-foot area. Th 
plifies cross-table and cart radiography 
way limits the placement of auxiliary ¢ 
about the room. 
@ There is no cable weight to fight 
cables disappear into the overhead 
which the tube hanger is suspended. ~ 
where positioned — no cable pull to 
So it goes with all aspects of the I 
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> way of your diagnostic skill 


this seemingly 
With no drag- 
‘ly to any spot 
the table and 
_ Thus, it sim- 
phy ... in no 
ary equipment 


fight. In fact, 
=rail from 
Tube stays 
to disturb it. 
ie Imperial II 


... endowed with every new and known resource 

to enhance the skills of the man in the lead apron. 
You will find further exposition of the Im- 

perial II’s features on the following page. 


FLUOROSCOPY WITH FACILITY 


As if independent of gravity, the spot-film unit 
glides into position almost by suggestion. This 
“reflexomatic” action not only precludes physi- 
cal taxation but also speeds fluoroscopic posi- 
tioning . . . and thereby, patient flow. And, as 
illustrated, it even works left-handed. 
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“What do you want in diagnostic equipment?” 


... we asked. And radiologists responded: 


..a tully automatic 
spot-film unit." 

With the Imperial, you dial the 
number of exposures —up to four 
on a film. Its 18 exposure areas 
are all automatically sequenced. 
Double exposures are impossible. 


*...phototiming con- 
sistency even when 
sfiooting spot-films 
in a lighted room." 


The G-E phototimer is a sealed 
unit. Extraneous light cannot 
affect its accuracy, nor can dust 
coat the viewing screen. 


...constant viewing 
relationship during 
table angulation." 
Because the spot-film unit, like 
the table, is ring-mounted, screen- 
to-eye relationship is constant — 
always at or near the center of 
the pivoting ring. 


...4@nm easier way of 
loading cassettes." 
They snap into place with slight 
fee: on the latch. And by 
ightly pressing the ejector, the 
cassette pops instantly into your 
gloved hand. 


...accurate radio- 
graphs of the area 
visualized in 
fluoroscopy.” 

The Imperial’s three synchro- 
nized scales assure  fool-proof 
tube-film alignment. They indi- 
cate previous position of the 
parked spot-film unit, desired 
positions of both Bucky dia- 
phragm and x-ray tube. 


USA. 


“...an easier-to- 

handie tube support.” 
With the “reflexomatic” Imperial 
there is no cable pull — its teles- 
coping tube support is counter- 
balanced for easy movement to 
any position. Correlating scales 
assure precise alignment with re- 
lated radiographic components. 


‘...greater Bucky 


travel."’ 


The Imperial Bucky has a 49- 
inch travel range. 


... more fiexibility 

in radiographic 
technics." 

The tube hanger permits ‘behind 
table” technics to be performed 


from the front . . . using pre- 
ferred distances and _ positions. 


».more mobility for 
hospital-cart 
radiography." 

Bi-lateral movement of overhead 


tube hanger gives complete cov- 
erage of a 12x12 area. 


“...prompt, consid- 
erate service."’ 

General Electric offers the broad- 
est service facilities in the field 
of x-ray. Supplies, repairs and 
parts, installation planning are 
all available through your local 
General Electric X-Ray office. 


Should you wish to pursue the 
detaiis of the imperia! 
further, please contact your 
General Electric x-ray 
representative. An alternative: 
write us directly. X-Ray 
Department, General Electric 
Company, Milwaukee 1, 
Wisconsin, Rm. 1902. 
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Progress /s Our Most /mportant Product 


INTRODUCTION 


HE ROLE of the hospital house- 

keeping department the 
maintenance of a safe as well as 
an attractive environment for pa- 
tients and personnel is receiving 
increasing attention in the hospi- 
tal literature. The importance of 


this aspect of hospital operation in 


the hospital’s efforts to improve 
the quality of its service has been 
recognized. In fact, it is apparent 
that administrators and executive 
housekeepers are giving greater 
consideration to the many com- 
plex problems related to the de- 
velopment of standards for a sani- 
tary setting for patient care as 
distinguished from the usual meas- 
ures of cleanliness one associates 
with an institution. Such efforts 
require closer coordination of 
housekeeping activities with those 
of other departments, so that as 
new standards and methods are 
developed they can be incorpo- 
rated in the department’s pro- 
gram. 

The ever-present problems of 
organization, training and super- 
vision still face the housekeeper, 
-and effective and dynamic leader- 
ship is needed if operating effi- 
ciency is to be achieved. Changing 
patterns of service dictate new 
approaches to cleaning and main- 
tenance techniques. Initial build- 
ing design and construction as well 
as new labor-saving equipment 
and cleaning agents must be con- 
sidered in the light of rising hos- 
pital costs. Executive housekeep- 
ers can best contribute to the 
development of new approaches to 
both the old and new problems, 
and to a better understanding of 
the importance of their work to 
that of others in the hospital. 


CURRENT PRACTICES 
Administration—The shortage of 
trained executive housekeepers 
continues to plague many hospi- 
tals. A number of housekeeping 
institutes and courses, many or- 


Charles R. Goulet is associate direc- 
tor of the Johns Hopkins Hospital, Balti- 
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HOUSEKEEPING 


® Role of housekeeper as educator emphasized 


* Infection control seen as major concern 


* Changing care patterns prompt new cleaning methods 


by CHARLES R. GOULET 


ganized by housekeepers, are being 
held throughout the country.! The 
role of the housekeeper as an edu- 
cator in both formal and inservice 
programs has been emphasized.? 
Supervisory development as well 
as greater technical knowledge are 
essential to a well rounded train- 
ing program. Unless management 
skills are developed, technical 
training may never be utilized in 
practice.24 The development of a 


sound organization capable of 
servicing and adjusting to the 


needs of other departments in the 


hospital is a prerequisite to more 
careful analysis of special prob- 
lems and cleaning techniques.56.7 
In addition, since employees work 
in decentralized areas throughout 
the hospital, adequate routine su- 
pervision and inspection must be 
maintained.® 

Cleaning Methods—-The role of the 
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housekeeping department in com- 
batting infection is receiving in- 
creased recognition and as a con- 
sequence has caused major 
reappraisals of cleaning methods 
in all areas of the hospital.9 Al- 
though much is still unknown 
about many specific organisms 
such as staphylococcus, certain 
basic standards of sanitation 
should be maintained. Supervisors 
and employees must be cognizant 
of the importance of following 
standard procedures in order to 
minimize dangers to both patients 
and personnel.!° The executive 
housekeeper should participate in 
the interdepartmental committees 
focusing on problems of infection. 
Similarly, studies of new products 
or techniques should be under- 
taken with the help of others in 
the hospital.!1.12,13 

Special problems must be con- 
sidered in certain areas of the 
hospital such as operating room 
suites and nurseries.!415,16 Uni- 
formity of procedures and proper 
training and supervision are basic 
to a successful cleaning program. 
17-20 

In developing new procedures, 
the executive housekeeper must be 
aware of the hazards to employees 
as well as to the level of cleanli- 
ness desired. Problems of radio- 
active materials, solvents and acids 
must be understood and be given 
careful consideration.2! Again ade- 
quate indoctrination of employees 
cannot be overlooked. 

Economies——Evaluation of house- 
keeping costs requires careful 
analysis of work schedules and 
assignments. Although the depart- 
mental budget is primarily de- 
voted to salary expenditures, 


equipment and supply costs should 
be reviewed.22 A program for the 
testing of new cleaning agents and 
equipment often leads to econo- 
mies and improved §service.23.24 
Housekeepers should contribute to 
development of new equipment 
and share the results of their stud- 
ies with colleagues.25.26,27 

The exploration of new systems 
and schedules in conjunction with 
other departments may often re- 
sult in a more efficient and eco- 
nomic departmental operation or 
even the assumption of additional 
duties might result in greater net 
economy in the hospital’s opera- 
tion.28 

Personnel_-Employee selection, 
training and supervision are of 
major concern to executive house- 
keepers.29 Much has been learned 
about effective methods of selec- 
tion and training and a number of 
interesting programs have been 
developed throughout the coun- 
try.2° Training aids can be devel- 
oped to assist in this task.*! 

Inservice programs in supervi- 
sory development are vital to 
proper supervision of employees 
and to the development of a greater 
supply of executive housekeepers. 
In addition, the training program at 
Michigan State University, spon- 
sored by the American Hospital 
Association, continues to receive 
enthusiastic support. 


REFERENCES 


1. Housekeeper training courses listed 
HOSPITALS, J.A.H.A. 32:103 July 16, 1958. 
Morgan, E. Housekeepers are educa- 
tors. Hosp.Mgt. 85:92 Jan. 1958. 

Frey, L. Housekeeping is big business. 
Hosp.Mogt. 86:76 July 1958 

Mills, B. Training program for house- 
keepers; supervision is the executive's 
job. Mod.Hosp. 90:120 Feb. 


5. Morgan, E. Setting up a housekeeping 
department in a hospital. Hosp.Mgt. 
85:88 March 1958; 85:95 April 1958. 


» 


INDIGENT CARE 


® Voluntary hospitals face burden and sacrifice 


INTRODUCTION 


§ ee RESPONSIBILITY for provid- 
ing service to all in need, ir- 
respective of ability to pay, is 
probably the most distinguished 
and distinguishing characteristic of 

Robert M. Sigmond is executive director, 
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© Awareness of indigent needs widens 


financial problems of voluntary 
hospitals have stemmed from this 
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acceptance of social obligation. 

In order to minimize the adverse 
financial impact of service to the 
- Indigent, hospitals have acted on 
two fronts. (1.) They have en- 
couraged the growth of prepay- 
ment, recognizing that many who 
cannot afford to pay for service at 
the time of illness are able to pay 
a few dollars a month for prepaid 
protection. (2.) They have en- 
couraged the state and municipal 
government responsibility for fi- 
nancing the full cost of service of 
those who cannot pay. Despite 
much progress made on both 
fronts, most hospitals must con- 
tinue to meet the full costs of in- 


digent care by relying on limited 


philanthropy and on ‘“mark-ups’”’ 
to self-paying patients, by de- 
pletion of capital, by maintenance 
of inadequate salary ievels, and by 
delay in initiation of broader serv- 
ices made possible by new medical 
discoveries. 

In the absence of a different ap- 
proach to financing hospital service 
less dependent on individual re- 
sponsibility, voluntary hospitals 
indefinitely may be expected to 
face problems and to require ad- 
ministrative programs associated 
with indigent care. Despite possi- 
bility for continued growth, volun- 
tary prepayment is not likely to 


cover the entire population. Al-. 


though a significantly large num- 
ber of uncovered individuals can 
be expected to be unable to pay 
hospital bills at time of illness, 
government is not likely to finance 
service for everyone who does not 
or cannot choose to obtain com- 
prehensive prepaid protection. 
Such policy would seriously 
hamper future growth of voluntary 
prepayment. 


CURRENT PRACTICES 


Voluntary hospitals must con- 
tinue to administer a means test in 
order to distinguish between the 
potential ‘‘deadbeat’’ and the 
indigent. In a real sense, the hos- 
pital’s case for public support 
(philanthropic or government) is 
dependent upon a systematic ap- 
proach to identifying the indigent. 
Collection losses are traditionally 
a problem for financial managers 
rather than for community sup- 
port. 
identifying the Indigent. Despite its 
importance, there is an almost total 
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lack of literature on the individual 
hospital’s approach to determining 
who is and who is not indigent. 
Since 1945, the Cumulative Index 
of Hospital Literature has recorded 
213 listings under the headings of 
Indigent Sick, or Indigent Care. 
(This is much less than is listed 
under such headings as House- 
keeping or Laundry.) An ad- 
mittedly casual review of these 
213 articles during the past 14 
years turned up less than a half- 
dozen devoted to policies or ad- 
ministrative problems faced by 
hospitals in determining eligibility 
for “free” care.! through 5 Only 
one of these articles appeared dur- 
ing the last three years.5 Probably 
no other subject of equal signifi- 
cance to the hospital field has been 
so seriously neglected in the litera- 
ture. 

In the absence of available liter- 
ature, an informal check of “in- 
formed” individuals in the hospital 
field reveals the following: few 
hospitals have written criteria of 
inability to pay, established by the 
board of trustees, or even by the 
administrative staff; frequently, 
determination of eligibility for free 
service is closely intermingled with 
‘“‘bad-debt” write-offs and may be 
administered by collection 
manager, thereby creating a possi- 
ble ‘“‘conflict of job interest”; social 
service departments resist be- 
coming involved in ‘“free’’ service 
eligibility determination on the 
ground that it interferes with more 
important activities; and decisions 
with respect to ‘free’ service on 
individual cases are rarely subject 
to routine review at a top adminis- 
trative level, although those who 
make these decisions usually re- 
ceive minimum training and pay. 

A comprehensive study has yet 
to be made to identify the pro- 
portion of days of care in voluntary 
hospitals that are provided to the 
indigent, the characteristics of in- 
digent patients, and the sources of 
financing of indigent care. It is the 
guess of this writer that in 1958, 
well over 10 per cent of service in 
nonprofit short-term general hos- 
pitals was provided to the indigent 
and that no more than half of the 
cost of this service was financed by 
government. 


1958's Significant Developments. 


Several significant developments 
concerning indigent care were re- 


ported in the literature. 


@ The Social Security Act was 
changed, effective Oct. 1, 1958 pro- 
viding additional federal matching 


funds in the public assistance cate- 
gories, 


but eliminating separate 
matching funds for medical care 
payments.® As a result, the states 


are free to determine how much, if 
any, of the federal matching funds 
shall be used for medical care. The 


effect of these changes in the Social 
Security Act on the organization 
and financing of state medical care 
programs is not yet clear. 

@ In one metropolitan area, the 
hospitals adopted a community- 
wide approach to determination of 


eligibility for “free’’ care, based on 


a comprehensive 
problem.§ 

- @ Some of the professional staff 
of the U.S. Department of Health, 
Education and Welfare have at- 
tempted some measurement of the 
magnitude of the problem.78 

@The Health Information 
Foundation published a study of 
the concept of medical indi- 
gence.?.10 

@ There has been increased dis- 
cussion and recognition of the im- 
pact on medical education of 
changes in the magnitude, char- 
acteristics and financing of indi- 
gent care.!! 

@ There has been increasing 
recognition of the need for com- 
prehensive programs for financing 
service for the retired aged because 
a significantly high proportion of 
this group may be expected to be 
medically indigent.!? 

@ State insurance commissioners 
have become involved in the prob- 
lem of financing indigent care in 
their public hearings and adjudi- 
cations on Blue Cross rate increase 
requests. For example, the adjudi- 
cation of the Maryland Insurance 
Commissioner states, “A moral 
society must provide medical care 
for indigents. . . The full cost of 
hospital care for indigents should 
be borne by state and local gov- 
ernments so that all in the com- 
munity bear a proportionate share 
of the burden by taxation. But 
hospitals cannot refuse to care for 
indigents because payment by 
government is less than cost... 
Dr. Russell Nelson stated his opin- 
ion that the paying and prepaying 
patient should contribute when 
government and voluntary con- 
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For your specialized needs... 
your own techniques... 


For every unit of your hospital—from sur- 
geons’ scrub-up room to kitchen—the broad 
line of Crane specialized hospital plumbing 
equipment offers flexibility of choice. You and 
your architect can choose the Crane fixtures 
which fit your individual needs, preferences 
and techniques. Whatever your choice, you 
can be confident of features that provide ut- 
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washing should be quiet —and 
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flush valve. The wall- 
mounted bedpan cleanser is 
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most convenience... quality that cuts care 
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With its convenient knee-action mixing 
valve, this Crane Oxford lavatory guards 
against cross-infection. Easy to use. 


Ideal for the patient’s room, this Crane 
_Cornate vitreous china lavatory is compact 
and space-saving— easy to clean. 


A goose-neck spout with Act-O-Matic 
spray helps to assure thorough cleanliness 
with this Crane Duraciay surgeon's sink. 


Designed for comfortable patient posture, 
this Crane Duraclay sitz bath has a ther- 
mometer to check water temperature. 


Hygienic principles governed the design of 
this Crane Correcto wall-hung urinal with 
its vigorous flushing and clean-out trap. 


An elevated bubbler base provides maxi- 
mum sanitation with this Crane Waterfall 
drinking fountain. Smart, modern design. 


Crane Walton siphon jet closet leaves floor 
free from obstructions—easy to clean. 
Choice of exposed or concealed flush valve. 


This heavy-duty Crane Duraclay service 
sink has a hard, smooth, gleaming surface 
that will not pit, crack, craze or discolor. 


Dial-ese controls are a feature of all Crane 
plumbing. These exclusive controls close 
with water pressure, not against it. All work- 
ing parts contained in one replaceable unit. 
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tributions do not pay the full cost 
of free care. . . There are sound 
reasons voiced by respected au- 
thority in favor of the opposite 
proposition. . . It does not seem 
to me to be just to require sub- 
scribers to prepayment plans to 
make an additional contribution 
as part of the price for the prudent 
purchase of prepaid hospitaliza- 
tion. I disapprove the request to 
amend the regulations governing 
Blue Cross payments to [compen- 
sate member hospitals for free 


and part-free service].’’!3 
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INTRODUCTION 


N 1847 the American Hospital 
Association, feeling they had 
some responsibility to secure sta- 
tistics with reference to fire, mal- 
practice, and owners’ and land- 
lords’ liability insurance, appointed 
a Committee on Insurance for Hos- 
pitals. Surveys were made and two 
report bulletins were issued cov- 
ering these surveys. The first bul- 
letin was issued as Report No. 1, 
Ritz E. Heerman is general manager, 


Lutheran Hospital Society of Southern 
California, Los Angeles. 
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dated June 11, 1949; Report No. 2 
appeared Feb. 9, 1950.12 

During this period, the commit- 
tee also had a series of meetings 
with the National Board of Fire 
Underwriters and the Bureau of 
Casualty Underwriters. In confer- 
ence with the National Board of 
Fire Underwriters, the committee 
convinced them, from. statistics 
gathered, that fire insurance rates, 
due to the low fire loss ratio, 
should be decreased. As fire rates 
are made by various rating bu- 
reaus in the states, the Board of 


INCIDENT REPORT ANNUAL rg 
“Ap incident any happening which is aot PERBON INVOL VEO 
th th etien of the 

potioent. may be on eccident or situation mame! 
which might result in an accident.” 
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PERE CEO OF BED ARLE 
_| £008 HOME Prone 
vietror 
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OaTE OF REPORT HEN ATURE OF PERSON PREF REPORT bl 
On ar pro ems 
by RITZ E. HEERMAN 
AMERICAN HOSPITAL ASSOCIATION, CHICAGO, ILLJNOSS 


Fire Underwriters recommended 
that these rating bureaus consider 
a rate adjustment. In a series of 
meetings with the Bureau of Cas- 
ualty Underwriters, the committee 
ascertained that they did not have 
a classification for professional li- 
ability insurance; it was grouped 
under owners’ and landlords’ lia- 
bility classification. The commit- 
tee recommended that a separate 
classification be established, as this 
type of insurance was used more 
extensively. The recommendation 
was accepted, and after numerous 
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conferences in which the details 
of the specifications for classifica- 
tion and the type of policies to be 
issued had been worked out, a 
bulletin was issued by the Bureau 
of Casualty Underwriters. This 
circular also set up the rates for 
each state. 

After this accomplishment, the 
committee advised all state officers 
how to proceed with their local 
board of fire underwriters or rat- 
ing bureau in order to secure de- 
creased rates in accordance with 
the directive of the National Board 
of Fire Underwriters. The results 
of this campaign was a gradual 
decrease of fire rates in practically 
all areas. California, for instance, 
attained a 20 per cent decrease in 
rates in 1952, another 20 per cent 
in 1954, and through 1956 had se- 


cured a reduction in rates on dif-— 


ferent types of buildings, totaling 
approximately 50 per cent. It has 
been demonstrated that these de- 
creases have saved the hospitals 
in the United States a tremendous 
amount of money. The amount 
cannot be accurately estimated for 
each state, but in California alone, 
if all of the voluntary and govern- 
mental hospital beds had been in- 
sured at approximate insurable 
value, the reduction in rates would 
make a saving of more than one 
million dollars annually.*5 


CURRENT PRACTICES 


It has been demonstrated that 
ultimate results from the work 
of the AHA committee can achieve 
maximum success only if the state 
associations set up effective in- 
surance committees in order to 
follow out the suggestions of the 
national group. The committee also 
issued a manual on insurance for 
hospitals in 1955, and one of their 
current responsibilities has been 
to bring the manual up to date 
from time to time. This manual 
is designed to give the adminis- 
trators and purchasing agents of 
hospitals an opportunity to study 
general specifications of insurance 
purchased by hospitals.4.67 

institutes—To make the work of 
the Committee on Insurance more 
effective, institutes have been held 
in different sections of the United 
States for the purpose of encour- 
aging administrators and their 
state associations to take an active 
interest in the insurance program. 
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Many articles have been pub- 
lished on insurance and others are 
in the process of preparation. The 
scope of the committee’s work in- 
volves gathering current statistics 
on fire loss experience and own- 
ers’, landlords’ and tenants’ lia- 
bility insurance experience as well 
as on hospital professional insur- 
ance experience. At the same time, 
the committee is collecting data 
from the state associations who 
have organized insurance commit- 
tees. Some of the work by a num- 
ber of state associations was out- 
lined in the manual for state 
hospital association officers and 
trustees.3.8.9 

Better Patient Care—The commit- 
tees objective is to influence the 


hospitals to render better patient © 


care at a lower cost through a 
study of insurance and institutes. 
It has been demonstrated that this 
can be done by securing incident 
reports and ascertaining the con- 
ditions under which patients have 
accidents. The hazards can then be 
reduced. The program also seeks 
to encourage uniform administra- 
tive regulations, acceptable treat- 
ment methods, and the standardi- 
zation of equipment. 

The same results can be ob- 
tained by taking an active interest 
in compensation insurance. The 
cost of such insurance can be 
reduced; better safety programs 
would result, and the cost of dis- 
ability cases would decrease. In 
order to assist the member hos- 
pitals the committee has developed 
and printed a suggested standard 
of incident report that may aid in 
studying the safety problem and 
promoting the exchange of infor- 
mation between hospitals.§.7.9.10 
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REVIEWS 


ADMINISTRATIVE 


LAUNDRY 


® Increased costs prompt special studies 


| ° Role of linens in hospital infections studied 


© New products and processes keep managers alert 


by TELMER O. PETERSON 


INTRODUCTION 


| LITERATURE published in 1958 
concerning the hospital laun- 
dry, special studies in laundry 
management are more frequent 
than in previous years. Particular 
emphasis has been given to plan- 
ning efficient laundry layouts, with 
automatic equipment for reducing 
operating expenses. Special atten- 
tion was given the problem of 
cross infections, with emphasis on 
staphylococcal contamination. 
Problems of dealing with radia- 
tion-cantaminated linens were fre- 
quently discussed. High cost of 
operation continued to plague the 


Telmer O. Peterson is president of 
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administrator, who sought reas- 
surance that hospitals can produce 
as satisfactory a product as com- 
mercial firms at a lower price. 


CURRENT PRACTICES 


trators are increasingly aware of 
the need for efficient operation of 
the laundry department. Many ex- 
cellent, experienced laundry man- 


agers are in the field, but there is 
still a shortage of well trained, 


qualified persons to fill these po- 
sitions. Administrators are aware 
that the laundry managers of to- 
day will shape the laundries of 


tomorrow.! Better trained mana- — 


gers are being sought and are be- 
ing encouraged to obtain more 


Hospital adminis- 


training. Better selective processes 
are being instituted.? More interest 
is being generated in the public 
relations of the laundry depart- 
ment by the hospital administra- 
tion. Reorganization of the depart- 
ments is being effected, and greater 
emphasis is given to the morale 
of the department employees and 
their relation to the rest of the 
hospital staff.4 In recruiting com- 
petent laundry managers, new 
ideas are brought into the institu- 
tion. These managers advise ad- 
ministration of various devices for 
improving service, reducing costs 
and obtaining the maximum re- 
turn from the department.‘ 

Cost and Economies—Increased 
costs of laundry operation stem- 
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ming from increases in salaries 
and supply costs have prompted 
many hospitals to make special 
studies of their costs. Such studies 
by hospital personne] will reveal 
many possibilities of better use of 
employees, better utilization of 
equipment and improved proce- 
dures.5 

Careful examination of the plant 
layout, improvement of the train- 
ing given supervisors and person- 
nel, and use of a staggered shift 
system are factors which will di- 
rectly affect the operating costs 
in a hospital laundry. Speed-up 
of operations to lower costs can 
be obtained by having proper fa- 
cilities available in correct 
amounts, such as water and steam 
pressures. Formula procedures 
may be speeded to shorten the 
cycle according to need. The use 
of hoists, preconditioning tumblers 
and other devices aids in increas- 
ing production and reducing over- 
all expenses.? 

With cooperation of the adminis- 
trative staff and the laundry man- 
ager, economies in operation are 
secured by planning a_ building 
around the functions of the de- 
partment. With foresight for fu- 
ture needs, economic operation 
should be assured.® New ideas are 
always in demand. Capable laun- 
dry managers work for greater 
efficiency with fewer people. They 
plan their work to avoid unnec- 
essary over-time. Practices and 
procedures are reviewed for more 
even flow of work. Often a new 
broom sweeps clean. 

Other economies can be effected 
in the manner in which the laun- 


‘ dry handles the linen. Attempts 


are made to reduce multiple han- 
dling by prepacking the linen in 
the laundry.!° Other economies are 
effected by having the patient’s 
need govern the linen system. This 
results in less requisitioning, less 
hoarding and less disturbance of 
personnel through telephone 
calls.!! Loss of linens which ac- 
company patients leaving in am- 
bulances is another cost factor: 
administration should provide 
needed control systems.!? It may 
be more practical and less expen- 
sive in the future to use treated 
linens which can be washed and 
used without ironing.!3 Constant 
supervision is needed in the cp- 
eration of the laundry department. 
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Methods of today may be quickly 
outmoded; the laundry manager 
must constantly seek better meth- 
ods.!4 

Equipment and Supplies— Additional 
beds may be added to the hospital, 
the census may be increased, and 
we gradually find there is a lack 
of capacity in the laundry to meet 
these additional needs. It makes a 
considerable difference to have 
new labor-saving equipment to 
meet the ever-increasing needs of 
the laundry department.!5 Greater 
production, with less labor and 
lower costs, almost invariably fol- 
lows the purchase of new equip- 
ment.!6 Equipment, whether new 
or old, requires close attention for 
proper functioning. Proper heat is 
a basic factor in flatwork ironer 
production.!7 Padding should: be 
proper roll size and have correct 
pressure. The purpose of the ironer 
is not to save padding but to pro- 
duce work of good quality and 
maintain a high rate of produc- 
tion at low cost.!® To avoid stop- 
pages or slowdowns, regular in- 
spections should be made to avoid 
dirty chests, worn bearings, 
stresses and strains, and bent or 
cracked pressure bars.!9 The ironer 
apron should also be given espe- 
cially careful maintenance,”° but 
all laundry equipment should have 
constant maintenance to assure 
smoothness of operation.2! Easy 
maintenance can be provided 
through self-cleaning lint traps.?” 
Accessories, such as steam conden- 
sate units, will increase efficiency 
and avoid bottlenecks due to in- 
sufficient steam.?3 


In addition to the cost of equip- 


ment, the cost of linen supplies 
needs careful consideration.24 The 
laundry manager should work with 
the purchasing agent to see that 
the product purchased and the 
service received are of top qual- 
ity.25 Special guides and studies 
are available in the purchase of 
pillow cases and sheets.26 Conser- 
vation of linen should be a prime 
objective of all staff members.2? 
Linens and Infection—Laundry pro- 
cedures for handling of hospital 


linens have been under careful 


study relative to the part linens 
play in the cross-infections that 
have been plaguing hospitals. In 
addition to proper washing proce- 
dures, the laundry department 
must be conscious of proper tech- 


niques of handling linens. The pos- 
sibility of contamination through 
handling with unclean hands, 
placing linen on dusty shelves, 
exposing to germ-laden air or 
placing in unclean trucks must be 
avoided. An ounce of prevention 
practiced in the laundry may save 
a patient days in the hospital.” 
Special attention has been given 
to blankets and their transmission 
of infections. Blanket care pertains 
not only to the number of times 
laundered but also to the types of 
materials from which the blankets 
are made.29 All hospital bedding 
requires attention and care in the 
cross-infection problem.*® Eternal 
vigilance must be used in combat- 
ting the “Golden Villain” of staph- 
vlococcus.%! Hospital laundry 
chutes and refuse chutes need at- 
tention to prevent them from be- 
coming a source of-transmission of 


_ staphylococcus cross-infections.*? 


Pianning—There may be problems 
in the laundry involving obsolete, 
antiquated equipment, high per- 
sonnel turnover and inadequate 
supply of linen. A will finds a 
way through careful planning. 
Basic references are used, the 
problem is studied in its entirety 
and concrete plans for improve- 
ment are made.** 

Attention to the most minute 
detail is necessary in planning a 
model laundry.** Special provi- 
sions must be made in planning 
for automation in the laundry to 
provide smoother work flow and 
to reduce labor costs.5536 If it is 
possible to include it when plan- 
ning, a two-story washroom has 
the advantage of gravity flow of 
linens to be processed.*? With all 
factors included and special at- 
tention given to the needs, effi- 
ciency will result from the plan- 
ning.*8 

Particular attention must be 
given to the needs of the institu- 
tion, and the equipment necessary 
must be planned according to the 
demands.*® In conjunction with 
layout and equipment planning for 
economical operation, we must not 
overlook production planning and 
careful scheduling of work.* De- 
fining and scheduling the work 
procedure leads to more efficient 
plant operation.*! Flow charts are 
an aid in planning the handling 
of the hospital’s linens.*? The laun- 
dry operation should be planned 
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Big-volume extraction 
and low-cost installation 


with the American Extraulic Extractor 


Has uncertainty as to the practicability and cost of installation kept you from enjoying the 
economies of labor-saving, big-volume extraction in your laundry? Then, the American 


Extrautic Hydraulic Extractor is the answer to your problem. 


The a pressure-type extractor, operates without vibration — needs no special 
foundation, no special wiring. Can be installed easily and economically in only 42 sq. ft. of 
floor space, and will produce up to seven 175-lb. loads an hour, depending on type of work. 


Hoist loading and unloading makes operation easy — saves labor and time. 


The finest, most efficient extractor of its kind, the ExTRAULIC removes more water faster than 
any other similar tvpe machine. High, equalized working pressure — A.S.M.E. certified for 
400 p.s.i.—forces diaphragm bag to conform to shape of load, eliminates pockets where 
water might collect. 

Maximum pressure is reached in just 2 minutes. Normal operating cycle is only 6 minutes. 
Pressure chamber cover, with 1200 perforations, permits fast discharge of water from work. 
Built-in reservoir stores water from pressure chamber for re-use—greatly reduces water con- 
sumption — eliminates need of separate water tank. | 

If you've been missing the benefits of a big-volume extractor due to possible vibration 
problems and installation cost, don’t wait another minute to get all the facts on the Ameri- 
can Exrrautic Hydraulic Extractor. Call your nearby American representative, or mail the 


coupon below. 


¢ 


The American Laundry Machinery Company, Cincinnati 12, Ohio 


Please send complete information on the all-new American Extrautic Hydraulic Extractor. 


NAME 


CARE OF 
ADDRESS 


ZONE STATE 


With the moternity ward and operating 
rooms on the floors directly obove Me 
Tompkins County Hospital, 


oto. installed this Extraulic Exteac- 


tor particularly because of its wibrotion- 
free, ndiseless operation. Other odvan- 
foges, since reported by the Hospital, 
ore the increased production and labor 


saved with Extraulic’s shart, completely 
automatic cycle and fost push-button 
ldading and unloading. 
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realistically if it is to meet the 
needs of the institution.* 

Precedures— With the constant ap- 
pearance of new detergents and 
washing supplies on the market, 
it is well for the laundry manager 
to keep abreast of the times. It is 
informative to review hotel and 
commercial washroom formulas to 
see what ideas can be obtained.“ 
It is important for a laundry 
washman to develop a working 
knowledge of laundry chemistry. 
Changes are made frequently in 
the uses of sours and blues. Sev- 
eral fluorescent types on the mar- 
ket give the same effect as blu- 
ing. 

In removing stain, chlorine 
bleach is not the only factor to 
consider. Proper washing proce- 
dure is more important.*6.47 Wash- 
room test kits are available to test 
the efficiency of solutions used.* 
The washing procedure should 
keep the loss of tensile strength at 
a minimum. Bleach is not the only 
source of this loss. Improper and 
inadequate physical conditions can 
contribute to tensile strength loss, 
such as lack of hot water and in- 
jection of live steam into the 
wash wheel.*9 

Well planned procedures in the 
laundry are invaluable in proc- 
essing uniforms. The procedure 
depends on an unvaried pattern of 
lays, a precise training program, 
a method of arranging presses and 
proper supervision.5® Proper 
starching aids in the finishing.5! 

Cleansing of blankets should be 
given special consideration if 
shrinkage is to be kept to a mini- 
mum.52.53 To assure personnel and 
patients that the blankets are clean 
and have not become contami- 
nated, they can be placed in poly- 
ethylene bags for distribution. 
Autoclaved linens will have a 
shortened life if they are allowed 
to become too hot during the ster- 
ilizing period.55 

In many hospital laundries, new 
procedures have been developed 
in the handling and processing of 
radiation-contaminated linen. Ad- 


vice in handling these linens is | 


best obtained from a physicist 
and/or public health sources.5 
Other duties new to some laundry 
departments are the washing, 
wrapping of gloves and surgical 
packs.5?7 Laundries are also using 
more fabric identification.5® New 
procedures include the care of 
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wash-and-wear items.59 In sum- 
mary, the life of sheets and other 
linens is greatly dependent upon 
the laundry procedure. Regard- 
less of the properties of the origi- 
nal material, if proper care is not 
taken during the laundering and 
finishing process, damage to the 
fabric will occur.® 
Responsibilities—The laundry de- 
partment should cooperate to the 
fullest extent with hospital ad- 
ministration and the departments 
which it serves. The laundry 
should effect economies, study and 
review literature and procedures 
and produce a product that is a 
contributing factor to the health 
and welfare of the patient.*! The 
nursing department is one of the 
biggest users of the hospital linen. 
The laundry manager and the 
nursing director should know the 
hospital organization and work re- 
lationships of each department. 


Each should be cognizant of the 


need of harmonious interdepart- 
mental relationship for the well- 
being of the services of the hos- 
pital.® 
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MEDICAL RECORDS 


° Clarification of medical record itself needed 


° New curriculum for education proposed 


° More efficient use of personnel help vital 


by MARJORIE R. QUANDT 


INTRODUCTION 


Yorn VALUE of a well written, 
: complete and accurate medical 
record continues unchallenged in 
the areas of research, third party 
payments, legal protection, medi- 
cal staff evaluation, and as the 
primary communications tool in 
patient care. The effectiveness of 
the record, however, is governed 
by two other important factors: 
accessibility of the document and 
its use.!2 The three major ele- 
ments of a medical record service 
—compilation of the record, avail- 


Marjorie R. Quandt, C.R.L., is education 
director of the American Association of 
Medical Record Librarians. 
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ab_lity and utilization—can be em- 
ployed to capacity by a carefully 
planned medical record depart- 
ment, constant evaluation of medi- 
cal record keeping procedures and 
efficient utilization of medical rec- 
ord personnel. 


CURRENT PRACTICES 


Space provisions for the medical 
record department have been neg- 
lected in planning the hospital 
structure. All too often, evidence 
of this attitude crops up as a 
“closet” location for the medical 
record service. This lack of fore- 
sight on the part of architects, hos- 
pital consultants, administrators 
and medical record librarians de- 


ANNUAL 
ADMINISTRATIVE 
REVIEWS 


prives the hospital of a department 
that can exceed the minimum 
services listed by the Joint Com- 
mission on Accreditation of Hos- 
pitals. 

The realization of good medical 
record service presupposes careful 
planning for adequate space re- 
quirements for records, personnel 
and equipment. Functional design 
and logical placement of work 
areas, consideration of communi- 
cation media within the depart- 
ment and with other areas of the 
hospital and systems for movement 
of records throughout their de- 
velopment and utilization must be 
included in plans. This program of 
planning involves a study of the 
type of care given in the medical 
facility, the functions performed 
by the medical record department, 
the estimated workload of the de- 
partment, the persons needed to 
fulfill the functions and the equip- 
ment deemed most suitable to 
perform the work.’ Attention to 
these details would avoid many of 
the sad growing pains experienced 
in medical record departments of 
all types of medical facilities. 

The administration of medical 
record service affords many op- 
portunities to improve the acces- 
sibility of records and to make 
their use more meaningful to hos- 
pital administrators and the medi- 
cal and paramedical professions. 

Filing Systems—Terminal digit 
filing, in combination with open- 
shelf storage equipment, repre- 
sents a technique providing quick, 
efficient and accurate control of 
records. Open shelf filing equip- 
ment permits greater filing areas 
in a limited space. Its very form 
automatically simplifies filing pro- 
cedures. Terminal digit filing tech- 
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Honeywell Coordinated 


...an answer in 3 parts—to 3 basic problems 
in hospital efficiency and patient satisfaction 


299782 90904 


9.94.8 


For centralized control of all temperature functions and operations— 
Honeywell’s new Selectographic Supervisory DataCenter™ 


cooling equipment as required. Power, steam and chilled 
water consumption and cost can be recorded and com- 
puted; adjustments made quickly and accurately. The 
result is increased efficiency and performance of heating 
and cooling equipment plus reduction in the size of your 


Now a building engineer can “‘see’’ up to 50 separate fan® 
system diagrams and floor plans, read and adjust critical 
temperatures throughout your hospital . . . all at one cen- 
trally located console. He can quickly read and adjust 
temperatures in public areas such as halls, cafeteria, wait- 
ing rooms, lobby. He can start and stop heating and maintenance staff. 
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Temperature Control 


For patient comfort — Honeywell’s 
Bedside Pneumatic Thermostats 


These individual room therrnostats provide maximum 
patient comfort and give your nurses more time to devote 
to professional nursing. Patients are able to adjust room 
temperatures to suit themselves without bothering busy 
nurses. Nurses are freed from opening and closing win- 
dows, filling hot water bottles, adjusting heating and 
cooling equipment, carrying blankets and many other 
chambermaid chores that occupy their time. 


For centralized control of special areas— 
Honeywell Hospital-Master™ 


From one small control panel located at the nurses station 
on special floors the nurse can control temperatures in 
delivery rooms, surgery rooms, mental detention wards, 
and other areas where the occupants are either too busy 
or incapable of making temperature adjustments. Sur- 
geons can now have the temperatures they like best in 
these areas, with temperatures quickly and efficiently 
changed to meet special circumstances. . 


Honeywell has the complete answer to your hospital’s temperature control needs 


Inthe Selectographic Supervisory DataCenter, Hospital- 
Master, Bedside Pneumatic Thermostats—or a combina- 
tion of all these features, Honeywell’s experience in the 
hospital field gives you these benefits: greater operating 
efficiency at lower cost... longer equipment life... 
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operational savings that liquidate cost .. . and above all, 
a more efficient hospital staff and happier, more comfort- 
able patients. Get complete information by calling your 
local Honeywell office. Or write Minneapolis-Honey- 
well, Dept. HO-4-27, Minneapolis 8, Minnesota. 
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niques further speed record filing 
by limiting the area of respon- 
sibility in the total filing system. 
Increased accuracy of the system 
eliminates misfiled data through 
the simplified sorting and filing 
procedures. A double check of the 
system’s efficiency is further pro- 
vided by using color contro] bands 
on medical record folders. The 
assignment of color bands for ter- 
minal digit sections and secondary 
numbers are automatic signals for 
any misplaced records. Despite 
its many advantages, terminal 
digit filing should be carefully 
studied before it is instituted in 
the so-called “‘small’’ hospital, or 
in a record department which has 
not yet stimulated increased usage 
of records. 

Just as there are opportunities 
of misfiling an entire medical 
record because of poor filing tech- 
niques, so component parts of a 
record can be misfiled in other 
documents, or lost completely, be- 
cause of poor identification proce- 
dures. Charge-plate identification 
systems are not particularly new, 
but their value warrants repeated 
stressing. Charge-plate identifica- 
tion systems provide consistent 
spelling of patients’ names, legible 
copies of material and afford sav- 
ings in time for all hospital per- 
sonnel. This system, coupled with 
multicopy forms, saves valuable 
time for nursing service personnel, 
laboratory technicians, dietitians, 
and other health team members 
assisting in the patients’ care. Ac- 
curacy of identification can prevent 
embarrassing or dangerous filing 
errors because of the increased 
legibility of recorded data.5 

The Record itself—The make-up of 
a medical record plays an impor- 
tant role in administration of 
medical record service and the 
service’s ability to fulfill its func- 
tions. Some efforts have been made 
to standardize record forms 
through the use of the Kit of 
Essential Medical Record Forms of 
the American Hospital Association 
or through studies in local com- 
munities, 

The amount of teaching and re- 
search in a medical facility, as 
well as the individual systems and 
procedures employed, will govern 
the feasibility of applying stand- 
ardized forms. Several advantages 
accrue from such a project—sav- 


ing of the physician’s time through 


the convenience of a familiar form 
and reduction in orientation of 
professional personnel involved in 
writing the records and economy 
of cost per form unit, since large 
numbers. can be printed and read- 
ily available for use. The evalua- 
tion of individual forms necessary 
to develop standardized records is 
probably the greatest advantage. 
Too often forms are retained in- 
definitely and no further study is 
made of the data compiled. Is it 
useful? Is it necessary? Does the 
material duplicate data compiled 
on other forms in the record.®? 

The nurses’ section of the medi- 
cal record has received consider- 
able attention. Most of this section 
of the medical record and the 
quality of entries have long 
plagued nursing personnel, phy- 
sicians and medical record librari- 
ans. Re-evaluation of the forms 
results in time-saving techniques 
for nurses, reduction in the size 
of the record and better quality 
notes. Improved nurses’ records 
further enhance their value as the 
communication medium that gives 
the physician the necessary data 
pertaining to the patient’s reaction 
to care and treatment. Re-evalua- 
tion of nurses’ medical record 
forms or any other part of the 
record is a joint activity of the 
physician, medical record librarian 
and the paramedical specialty in- 
volved.8.9.10,11 

Statistics— Valuable statistics col- 
lected from medical records are a 
stimulus to increased use of rec- 
ords. Administrators, doctors and 
medical record personnel must 
guard against meaningless figures, 
and periodic re-evaluation of the 
statistical function is vitally im- 
portant to hospital and medical 
staff activities. The type of service 
rendered by the hospital, preva- 
lence of research programs and 
utilization of public funds all af- 
fect recurrent or continuing sta- 
tistics and special figures are often 
needed for special projects. 

Definition of Terms—In order to 
have meaningful and comparable 
data, definitions of terms should 
be established. There are no gen- 
erally accepted definitions at pres- 
ent, particularly in computing such 
common rates as average length of 
stay, daily census, mortality rates, 
morbidity rates, in chronic disease 


facilities. The definitions of these 
terms become equally clouded and 
confused in the general hospital. 
Which is more meaningful—aver- 
age length of stay computed by 
service classification, or average 
length of stay computed by dis- 
ea or by type of payment, or 
by age? A thorough re-evaluation 
of statistics is needed at the na- 
tional interagency level. Within in- 
dividual hospitals this re-evalua- 
tion is equally vital if statistics 
are to be a help, and not a routine, 
unused drudge.!2.13,14,15 

Shortage of Personnel—The in- 
creasing demands upon medical 
record services by the medical and 
hospital administration professions 
must result in more effective utili- 
zation of available personnel. The 


need for qualified medical record 


librarians will continue to exceed 
the supply for many years. Yet the 
challenges to medical record serv- 
ice presented by such matters as 
poison control programs, drug re- 
action studies and changing pat- 
terns of patient care are current 
and will not wait for anticipated 
increased personnel supply.!6.17,18 

Group supervision is one method 
of providing the services of a 
qualified registered record librar- 
ian for several hospitals. Two pat- 
terns are generally followed in the 
medical record profession: (1) a 
larger hospital may share its de- 
partment head with a smaller one, 
or (2) a medical record librarian 
may divide her time among several 
hospitals in a given geographical 
area. In either pattern the record 
librarian acts as the department 
head responsible for training and 
supervision of nonprofessional per- 
sonnel, serving as a resource per- 
son to the administrator and other 
members of the hospital team, and 
as the developer and initiator of 
departmental procedures. 

Either group supervision plan 
brings the services of the profes- 
sional medical record librarian 
within the budget of a small hos- 
pital. The advantages of group su- 
pervision have become apparent in 
Minnesota where the state health 
department, Minnesota Hospital 
Association and Minnesota Asso- 
ciation of Medical Record Librar- | 
ians worked cooperatively to help 
solve the shortage of medical rec- 
ord librarians.!9 

Education—To facilitate the edu- 
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cation of professional medical 
record librarians the American As- 
‘sociation of Medical Record Li- 
brarians sponsored a study of the 
medical record profession, its func- 
tions and education, by the Gradu- 
ate School of Public Health, Uni- 
versity of Pittsburgh. The findings 
of the study well define the basic 
medical record functions. The list 
of these functions might serve as 
an excellent check list for admin- 
istrators desiring to evaluate the 
performance of their medical rec- 
ord department. The study also 
outlines the curriculum considered 
necessary to train the personnel for 
these defined functions. This pro- 
posed curriculum differs consider- 
ably with the current approach to 
medical record education; it should 
provide better educated personnel 
and it is hoped it will provide 
more personnel than the number 
now educated in current programs. 
The AAMRL proposes to study 
thoroughly the proposed curricu- 
lum in a limited number of uni- 
versities and colleges. 

Because this long-range planning 
will not immediately correct the 
acute shortage of qualified medical 
record librarians, the AAMRL is 
increasing its basic inservice in- 
stitutes, and it is developing a 
home study course for personnel 
employed in the field of medical 
record science. These programs 
represent immediate need educa- 
tion which will improve the skill 
of untrained personnel, but they 
will in no way produce profes- 
sional medical record librarians. 

Medical record education today 
is largely of a procedural nature 
and content. The demands on 
medical record science are increas- 
ingly complex and require person- 
nel with skills and abilities to plan 
systems and programs for good 
record control. The AAMRL’s pro- 
posed curriculum of medical record 
education is of vital concern to hos- 
pital administrators and the entire 
health industry.?° 
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INTRODUCTION 
fbb PAST year was one of greatly 
expanded emphasis on methods 
improvement programs in business 
and industry generally. Intense 
competition, heightened by the re- 
cession, has made vigorous pro- 
motion of such activities a “life 
or death” matter to many segments 
of industry. 

Hospital administrators, too, are 
finding themselves increasingly 
confronted with conditions that are 
making organized methods im- 
provement programs an ingredient 
practically essential to effective 
over-all administration. The rapid 
advances in medical science and 
intensified public questioning of 
hospital costs and methods, coupled 
with demands for improved and 
expanded service, not only require 
that hospital management give in- 
creased attention to the develop- 
ment of new policies and methods, 
but necessitate accelerated updat- 
ing of the old. 

Methods improvement, to be 
really effective, must be a con- 
tinuing, and not sporadic, responsi- 
bility of all levels of management. 
A well organized methods im- 
provement program will focus 
attention and action to this re- 
sponsibility and ensure that it will 
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not be forgotten in the crush of day 
to day problems. 


CURRENT PRACTICES 


Less was written about hospital 


methods improvement programs in | 


1958 than in the past few years. 
This undoubtedly reflects a ‘“‘com- 


ing of age” or maturing of these | 


activities insofar as hospitals are 
concerned rather than a diminution 
of interest in them. Methods im- 
provement programs are finding 
their niche as an effective adminis- 
trative tool and are no longer the 
great new “cure alls” that will 
solve all administrative problems. 

The most significant contribu- 
tion to the literature was the 
booklet, Organized Methods Im- 
provement Programs in Hospitals, 
published by the American Hos- 
pital Association.! This volume 
outlines the planning that the ad- 
ministrator should do before es- 
tablishing a methods improvement 
program, describes and analyzes 


the basic approaches to organized 
methods improvement, and dis- 
cusses the steps that should be 
taken in initiating and carrying 
out a program. It, together with 
its predecessor, Methods Improve- 
ment, Interim Report of the Com- 
mittee,2 which describes the ap- 
proaches used by several hospitals, 
is required reading for the admin- 
istrator who contemplates a meth- 
ods improvement program. 
Recent literature discloses no 
new innovations in methods im- 


.provement programing. Work 


simplification programs continue to 
be popular. This approach in- 
volves training employees in the 
principles and basic techniques of 
methods improvement and en- 
couraging them, through partici- 
pation and recognition, to apply 
these principles and techniques to 
their work situations. 

The other approaches currently 
being utilized successfully in hos- 
pitals rely primarily on the use of 
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staff specialists or outside consult- 
ants. The staff specialist is a hos- 
pital employee whose primary 
functions are to make methods 


studies and to assist in implement- 


ing desired improvements. Staff 
specialists employed in hospitals 
generally have been either in- 
dustrial engineers or persons with 
hospital background who have 
obtained special training. Outside 
_ consultants utilized by hospitals 
have ranged from management 
consulting firms to members of 
professional and technical organi- 
zations who volunteered their serv- 
ices. 

Each of the above approaches 
has inherent strengths and weak- 
nesses. A successful work simpli- 
fication program, for example, 
offers desirable side benefits of 
supervisory development, im- 
proved morale, etc., but often is 
relatively slow to produce signifi- 
cant operating improvements and 
usually does not develop the tech- 
nical competency that is necessary 
to solve the more complex methods 
problems. A qualified staff special- 
ist or consultant, on the other 
hand, will possess the necessary 
technical know how, but will not 
generally produce the human re- 
lations benefits that work simpli- 
fication will. 

To balance these strengths and 
weaknesses, combinations of ap- 
proaches are being utilized in the 
more highly developed hospital 
programs, thus following a practice 
that is commonplace in industry. 

No single approach or specific 
combination has emerged as the 
one most likely to succeed in hos- 
pitals generally, nor is it probable 
that one will. Individual needs, ob- 
jectives, and resources remain as 
the major determinants of the best 
approach for the individual. hos- 
pital. 

Recent literature contains several 
examples of the applicability of 
methods improvement techniques 
to hospital activities. Included are 
an analysis of the activities of a 
director of nursing service,’ and a 
discussion of ways work simplifi- 
cation may be used in hospital 
‘purchasing. The use of these tech- 
niques in the analysis of dietary 
department labor costs is also 
explored.® 

In one hospital a methods study 
resulted in significant economies in 
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the typing of x-ray reports.? In 
others, volunteer consultants ef- 
fected improvements in food serv- 
ice, rubber glove processing, and 
blood bank operations.! 

Last, but not least, is an article 
for the administrator who is “just 
too busy” to develop a methods 
improvement program.® This dis- 
cusses how he might simplify his 
own job so that he will have time 
to do so. 
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Studies, research and : 


proposals dominate nursing 


literature 


Nurse education examined 


by national groups 


Head nurse development 


programs emphasized 


by ELEANOR C. LAMBERTSEN, R.N., Ed.D. 


INTRODUCTION 


URSING SERVICE and nursing 

education continue to be of 
reciprocal interest and concern to 
the hospital administrator. The 
basic economy of the hospital is 
dependent upon the employment 
of sufficiently qualified nursing 
service personnel to maintain and 
provide services for the public.! 
The public’s awareness of and de- 
mands for high quality of hospital 
service is becoming increasingly 
apparent. The voices of the public 
are equally the voices of the phy- 
sicians, nurses and hospital ad- 
ministrators who stress the need 
for evaluating and assessing nurs- 
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ing problems affecting hospital and 
other health services. 

Hospitals have been vocal 
throughout the years in express- 
ing their interest and concern in 
the consequences of the programs 
of the nursing organizations. In 
1958, the American Hospital Asso- 


ciation published a statement on 


nursing that furthered its intent 
of clarifying the collaborative and 
distinctive function of the Associ- 
ation in that area. The question 
was not only one of continuing to 
cooperate with nursing organiza- 
tions and other interested groups 
in nursing, but also one of pro- 
viding a more active leadership 
in nursing affairs. 

To further its objective—the 
promotion of the public welfare 


through the development of better 


‘NURSING SERVICE 
AND EDUCATION 


hospital care for all people—the 
AHA approved a program in nurs- 
ing. This program is under the 
general policies of the Association 
and developed through staff, coun- 
cils, committees, institutes and co- 
operatively with nursing organi- 
zations. It is essential that the 
AHA, which represents institu- 
tions employing 60 per cent of the . 
graduate nurses of the country 
and a school system that enrolled 
83 per cent of the students in 
undergraduate programs, re-em- 
phasize the interest, support and 
responsibility for nursing service 
and nursing education. 

The AHA nursing statement? 
prescribed a role of leadership for 
the Association in the analysis of 
problems of supply, distribution 
and utilization of nursing person- 
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nel, in the promotion of an in- 
creased supply and improved qual- 
ity of nursing personnel, in the 
promotion of better utilization of 
nursing personnel at all levels 
and in the promotion of the ap- 
preciation of the knowledge ob- 
tained through the presentation 
and interpretation of information. 
The statement succinctly summa- 
rized an approach to the issues 
and problems and reflected the 
trends of programs in nursing and 
related organizations. Needs for 
nursing education are concommi- 
tant forces and persist in terms of 
method for approaches to the 
problems. | 


Training and Educational Functions— 
A major weakness in hospital op- 
erational efficiency is often found 
within the department of nursing 
service, which employs 50 per cent 
or more of hospital personnel.* It 
has been increasingly difficult to 
employ nurses with the leader- 
ship skills essential for keeping 
pace with the growing complexity 
of hospital problems. Nurses and 


_hospital administrators are trying 


to relieve graduate nurses of de- 
tails so that they may more effec- 
tively administer the program of 
nursing Care. 

Numerous specialized nonpro- 
fessional personnel have also been 
added to the department or con- 
tribute to the services of nurses. 
The addition of other personnel 
for release of nurses for higher 
levels of function has created other 
problem areas. As more diverse 
personnel are added, the needs for 
increased supervision and coordi- 
nation result. And, as specialized 
areas of activity are defined as 
the responsibility of an untrained 
group, the needs for training are 
intensified. Since the majority of 
the newly created positions are 
distinctive to routines within a 
particular hospital, training in the 
best interests of patient care and 
hospital efficiency and economy 
must be offered by the hospital. 

On-the-job training for auxil- 
iary personnel received increasing 
attention during the past yeai. 
This trend has been encouraged by 
the training program for teachers 


of nurses aides sponsored by the 
AHA, the National League for 
Nursing and the United States 
Public Health Service.*5 There also 
appears to be a trend toward spe- 


-cialized training for aides and or- 


derlies. Particularly evident is the 
increasing use of technicians in 
the operating room. The surgical 
technicians are fulfilling a vital 
role—augmenting the nursing 
service work loads within this spe- 
cialized department.® 

Problems in psychiatric hospi- 
tals, with a general ratio of one 
general duty nurse to every 130 
patients compared to the ratio of 
1:9 for all hospitals or 1:4 in gen- 
eral hospitals, intensifies the need 
for training aides. The training 
programs for auxiliary groups are 
also furthering the clarification of 
the scope of responsibility for pa- 
tient service this group may as- 
sume.’?.8 Increased responsibility 
requires increased supervision on 
the part of all graduate nurses. 

A manual, Inservice Education 


for Hospital Nursing Personnel,® 


was published this past year by 
the NLN and co-sponsored by the 
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AHA. It is a guide for develop- 
ment of programs of inservice ed- 
ucation for all groups of nursing 
service personnel within the hos- 
pital. 

Leadership Preparation—The liter- 
ature this past year emphasizes 
the growing responsibility of the 
hospital for training graduate 
nurses to handle positions the 
nurses are assuming out of neces- 


sity without adequate preparation. 


Leadership preparation with com- 
petence in supervision, teaching 
and administration is the major 
area of program development. The 
head nurse position appears to 
present the most complex prob- 
lems. The head nurse in today’s 
hospital is influential in coordi- 
nating hospital services and the 
quality of these services. She is 
unavoidably involved with the 
constantly changing medical care 
of patients, expanding teaching 
programs, complex hospital ad- 
ministration and supervision of 
many employees. The supply of 
qualified head nurses is becoming 
less adequate as the need for them 
expands. The question of actual 
shortage or attitude toward the 
job requires further analysis. 
Head nurse development pro- 
grams or training programs to 
prepare the head nurse for her 
responsibilities are gradually be- 
coming an integral phase of the 
training function of more and 
more hospitals.!° Emphasis has 
been placed on skills in adminis- 


tration that will enable the head . 


nurse to more efficiently plan and 
provide facilities for effective and 
efficient services to patients -and 
personnel. 

Inservice Education—A change in 
emphasis in inservice is another 
beginning trend in hospitals. In- 
service education for everyone!! 
employed in the hospital is gain- 
ing increasing attention. A com- 
prehensive program of inservice 
education operates continuously 
for the benefit of all workers 
within the hospital. This trend 
stresses and recognizes the need 
for supervisory development pro- 
grams for all with supervisory re- 
sponsibility and is generally under 
the direction of a full-time train- 
ing director or personne! director 
with the cooperation of personnel 
within the specific departments. 

Closely related to the part-time 
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worker and recruitment of retired 
nurses for the labor force is the 
availability of refresher courses 
for these nurses. The objective of 
these courses is to recall inactive 
professional nurses to contribute 
their much needed services to the 
hospital and to the community. 
12,13,14 Nurses, who have been out 
of touch with rapid scientific ad- 
vances in the hospital and health 
field, are enrolling in these 
courses. 

Shortage of Nurses—No compre- 
hensive. data has been available 
on existing staffing patterns in 
general hospitals throughout the 
United States. But the patterns 
continue to be a priority topic for 
those concerned with providing 
nursing services. While the num- 
ber of professional nurses in hos- 
pitals in the United States has 
increased by 20 per cent in the 
past five years, and there has been 
a 30 per cent increase in nonpro- 
fessional or auxiliary nursing per- 
sonnel, there continues to be evi- 
dence of an acute shortage of 
nursing services in hospitals. The 
increasing shortage of nursing 
services can partly be explained 
by the proliferation of services 
that need to be provided to hos- 
pitalized patients, the increasing 
complexity of these services and 
the enhanced responsibilities of 
the professional nurse. | 

Research, study and experimen- 
tation are essential to determine 
staffing ratios for a designated 
program of nursing care in hos- 
pitals. A concommitant need is 


the need for standards of nursing © 


caré@ upon which a sound basis for 
staffing can then be determined. 
The quality of nursing care and 


the efficiency of a department of . 


nursing is largely influenced by 
the knowledge, judgment, skill and 
values of those participating in 
this care. It is not and cannot con- 
tinue to be a question of numbers 
alone. 

The Public Health Service’s Di- 
vision of Nursing Resources con- 
ducted a study to see whether 
differences in numerical staffing of 
nursing personnel in hospitals ac- 
tually affect feelings of inadequacy 
of nursing services of the recipi- 
ents and providers of these serv- 
ices. The published report—‘The 
Effect of Nurse Staffing on Satis- 
factions with Nursing Care’’!5— 


reports the findings from 60 large 
general hospitals. This. study 
should be referred to directly for 
implications for the individual 
hospitals. 

The hospitals of this country em- 
ploy more nonprofessional nursing 
personnel than professional nurses. 
In general hospitals their numbers 
are nearly equal, but in other 
types of hospitals, tuberculosis, 


_mental, etc., there is a higher pro- 


portion of nonprofessional work- 
ers. About 65 per cent of the pro- 
fessional nurses are in hospitals 
as general duty nurses. Approxi- 
mately one-fourth of the group 
are serving on a part-time basis. 
To a large extent, these are mar- 
ried women with families or stu- 
dents supporting themselves while 
taking advanced studies. The num-. 
ber of part-time nurses has risen 
from 8000 in 1944 to 40,356 in 
1956.16 

The part-time worker and per- 
sonnel turnover intensify staffing 
problems and the attitudes toward 
shortages. Estimates of annual 
turnover rates for staff nurses 
from three studies conducted dur- 
ing the period of 1948-1954 ranged 
from 60 per cent to 112 per cent.!” 
Findings of five studies suggested 
that two-thirds of the resignations 
by staff nurses were motivated by 
such personal reasons as mar- 
riage, pregnancy, husbands’ plans, 
and about one-third were moti- 
vated by factors related to the job. 
Staff nurses, as women in the 
labor force, were similar to other 
employed women. A similar report 
based upon women in industry 


indicates that three-quarters of 


the women resigned for personal 
reasons and one-quarter because 
of reasons connected with the job. 
One year after graduation, the av- 
erage professional nurse has had 
more than one job. 

Questions continue to be raised 
as to the needs for further study 
to determine the length and type 
of nursing employment nurses 
have rendered subsequent to 
graduation and to ascertain, for 
those nurses who did not continue 
in nursing employment, reasons 
why they left the nursing profes- 
sion.!8 Staffing is largely influenced 
in a number of situations by sea- 
sonal peaks of employment and 
resignations. 

Since staffing a department of 
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nursing service is influenced by 
many variables distinctive to in- 
dividual hospitals, more hospitals 
are finding it necessary to indi- 
vidually study staffing needs.!9 

Staffing, through increased utili- 
zation of nursing personnel, con- 
tinues to be emphasized. Analysis 
of misuse and waste of nursing 
skills, abilities, time, effort and 
materials are continuing efforts. 
‘In 1958, attention continued to 
focus upon programs within indi- 
vidual hospitals to reassign non- 
nursing functions, to group pa- 
tients according to their nursing 
needs and to implement work 
simplification procedures as a 
means of releasing human poten- 
tial for direct service to patients.”° 

Progressive patient care as a 
pattern of hospital organization 
has many implications for nursing 
service. It is contended that this 
approach to organization will pro- 
vide a high level of patient care 
at the lowest possible cost to the 
patient; make the best utilization 
of medical and nursing personnel; 
provide a type of hospital facility 
that can best meet the patient’s 
needs. The U. S. Public Health 
Service has estimated percentages 
of patients in general hospitals 
who could benefit from four of the 
five types of patient care. 

intensive Care—concentrating on 
critically ill patients regardless of 
diagnosis, sex, or economic status, 
10 per cent; 

intermediate Care — concentrating 
on patients requiring a moderate 
amount of nursing care not of an 
emergency nature, who are ambu- 
latory for short periods, and are 
beginning to learn to coordinate 
their own care, 50 per cent; 

Self Care—concentrating on am- 
bulatory patients requiring diag- 
nosis or convalescent care in hotel 
type accommodations, 20 per cent; 

Long-term Care—-concentrating on 
patients requiring skills and hos- 
pital services not available in the 
home, 20 per cent; 

Home Care—the fifth type of serv- 
ice, extends hospital services into 
the home.?! 

Underlying the literature in this 
area are suggestions for staffing 
and utilizing professional nurses 
for improvement of the quality of 
nursing care. An expanding pro- 
gram of administrative services 
facilitates the management of all 
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departments including the nursing 
units. Centralized central services, 
messenger and delivery services, 


~ systems of record keeping, dispos- 
able supplies and equipment, ren- 


ovation of physical plant, systems 
of communication are examples of 
programs to facilitate the services 
of the institution through admin- 
istrative services to personnel. 
Central services and administra- 
tive services should imply an 
adaptation of the use of modern 
industrial production methods, 
such as availability of supplies, an 
uninterrupted productive flow, and 


quick delivery of the product 
wherever needed.22 

Functions, Standards and Qualifica- 
tiens—Additional statements of the 
functions of nursing for various 
positions, in terms of employment, 
were adopted at the business meet- 
ing at the 1958 American Nurses’ 
Association national convention. 
These statements had been devel- 
oped by the committees on func- 
tions, standards and qualifications 
for practice after being studied 
and discussed by state and local 
groups. The statements were an 
expression of what nurses in vari- 
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ous positions believed their func- 
tions were or should be. The 
statements are also a definitive 
expression of the profession’s de- 
sire to provide better health care 
to the nation through improved 
standards of practice and provide 
a basis for evaluating present 
practice by the nurse herself; 
identifying the various positions 
within nursing according to func- 
tions performed and describing 
the broad scope of responsibility 
carried by nurses in each partic- 
ular area of practice. In addition, 
these statements are intended to 
serve as a basis for developing 
curricula for nursing education, 
job specifications and descriptions, 
and the content of laws pertaining 
to nursing practice.?3 

Research in Nursing—This has been 
a year of studies, research and 
proposals for nurses and nursing. 
Twenty thousand nurses told their 
story through a report of the ANA 
Studies of Nursing Functions.”4 
Nurses at every level in hospitals 
of every size and type and in non- 
institutional agencies throughout 
the country were observed. Some 
of the questions asked were: Who 
does what? What are the nurses 
sa‘.isfactions, dissatisfactions, atti- 
tudes and working relationships? 
What happens when responsibility 
and authority are not balanced? 
What is the role of the nurse’s ed- 
ucation? These studies were de- 
signed to provide a basis for im- 
provement in the quality and 
thoroughness of nursing service 
and patient care and are a base 
for an action program for hospital 
administration and nurses. 

The American Nurses’ Founda- 
tion, a center for research in nurs- 
ing, was created in 1955 by the 
board of directors of the ANA. 
The foundation serves as a re- 
ceiver and administrator of funds 
and as a donor of grants for re- 
search in nursing. To a limited 
extent, the staff of the foundation 
also conducts its own programs of 
research in nursing as needs arise 
which are not being met else- 
where. Plans for the future in- 
clude two major efforts: to provide 
means for widespread sharing of 
research results and to expand re- 
search in nursing. 

In September 1958 the Founda- 
tion held its first national confer- 
ence and workshop on nursing at 
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Western Reserve University, 
Cleveland. Major objectives of the 
conference, made possible by a 
grant from the National Institutes 
of Health, U. S. Public Health 
Service, were to assess what has 
been learned from research efforts 
and to chart new areas which need 
to be explored. A report is to be 
published.25 

The Clearing House of the 
American Nurses’ Association and 
the publication, Nursing Research, 
publish a list of research projects 
in nursing. These lists should be 
referred to directly for specific 
areas of interest. 

Schools and Admissions— Admissions 
to schools of professional nursing 
in 1958 reached a new high of 46,- 
600 new students, more than a 5 
per cent increase over the 44,281 
students entering professional 
nursing schools in 1957. This is the 
largest new professional nursing 
class since the war years. The 
NLN’s evaluation service, which 
released these estimates by pro- 
jecting 1958 returns from the ma- 
jority of schools to all schools, cau- 
tions that final totals may be 
slightly different—but not suffi- 
ciently to change the prediction 
that this has been the best re- 
cruitment year. 

Although the number entering 
each type of program increased in 
1958 over 1957, percentages of the 


total entering each program re- 


mained the same as in 1957. 


Percentage 
1957 1958 ('57 and 
Type of Program factual) (estimated) ‘58) 
Basic Degree 6,893 7,250 15.6 
Diploma 36,618 38,550 82.7 
_ Associate Degree 770 800 1.7 
44,281 46,600 100.0 


As of October 1957 there were 
1118 basic professional programs 
in nursing. Of this total 944 are 
diploma granting programs, 28 are 
associate degree programs and 146 
degree granting programs. This is 
an increase of three schools over 
the 1956 program figures. During 
this year 18 schools closed. The in- 
crease is primarily due to junior 
college programs. 

Undergraduate Schools of Nursing— 
Three types of educational pro- 
grams are offered for beginning 
preparation in nursing: diploma 
programs in hospitals or independ- 
ent schools, associate degree pro- 


‘grams in junior or community col- 


leges and degree programs in 
senior colleges or universities. All 
programs prepare the student for 
beginning bedside nursing. Cer- 
tain of the collegiate programs 
also prepare the student for be- 
ginning positions in public health 
nursing. 

Nursing leaders continue to 
stress as one of the problems in 
nursing the inability of nurses to 
define the difference between 
technical education and profes- 
sional education. This is a’ con- 
tinuous undercurrent in the con- 
troversy of diploma versus degree 
programs of study for beginning 
positions in nursing. An editorial 
in Nursing Outlook examined the 
issue of professionalism in nursing. 


“Perhaps we have spent too much 

energy in pursuing those attributes 
_ of professionalism which have little 

to do with technical skill, overlook- 

ing the fact that nursing is by defi- 

nition a matter of skill ‘and that 

professionalism is a matter of ap- 
proach and thought.”’26 


The feeling continues to exist 
that there has been a movement 
in nursing educational circles to 
move all education for nursing 
.nto the stream of general educa- 
tion. This response also indicates 
that numbers of hospital admin- 


istrators believe that the same 


amount of money, research and 
publicity should be devoted to im- 
proving and strengthening the hos- 
pital school of nursing as well as. 
junior college or collegiate pro- 
grams. In August 1958 the AHA 
House of Delegates adopted a 
statement of policy with respect 
to hospital schools of nursing in 
order to re-emphasize the interest, | 
support and responsibility of hos- 
pitals for the education of nurses 
and to re-emphasize support for 
the hospital school of nursing. 

As an answer to critics of di- 
ploma programs, Ruth Sleeper ad- 
dressed the Council of Member 
Agencies of Diploma Schools of 
Nursing on the topic of “What’s 
Right with Diploma Schools of 


Nursing?’??7 A number of issues 


were raised in this paper and the 
group representing hospital schools 
of nursing asked why advocates 
of diploma schools of nursing do 
not have firm, convincing answers. 
“Why do convictions waver when 
a new form of education is intro- 
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duced?” The literature has con- 
tinued to emphasize junior college 
and senior college curricula in 
nursing almost.to the exclusion 
of emphasis upon strengthening 
and improving the curriculum of 
the traditional hospital school of 
nursing. 

There is genuine concern on the 
part of the majority of hospital 
administrators for the future of 
the hospital school of nursing.”8 | 

Some of the conflicts evident in 
comparisons between the various 
types of programs are closely re- 
lated to the increasing responsi- 
bility and complexity of the aver- 
age nurse’s position in the hospital. 
The question of leadership skills 
inherent in the role of all gradu- 
ate nurses and preparation for 
leadership is under continuous re- 
view. “Is leadership necessary for 
all nurses and, if so, can the nurse 
be prepared for leadership in a two 
or three year program?’’29,30.31 The 
issue of leadership preparation ex- 
tends in many areas to the posi- 
tion of the head nurse. This enters 
into the conflicting opinions among 
leaders in nursing and among lead- 
ers in hospital administration. 
There continues to be the age old 
question of the responsibility for 
preparation for head nurses within 
the undergraduate programs. In- 
creasing numbers of graduate 
nurses assume this position shortly 
after graduation from a school of 
nursing. 

Rapid advances in medical prac- 
tice and hospital practice empha- 
size the need for competent nurs- 
es.52 The quality of the services of 
nurses has distinct bearing on is- 
sues in the education of nurses. 
Proponents of collegiate education 
for nurses believe there is a dis- 
tinct difference in competence for 
the practice of nursing and com- 
petence for leadership in nursing 
practice. 

Preparation for the full inde- 
pendent professional role involv- 


ing the direction of other nursing © 


personnel has been acknowledged 
as the proper objective of profes- 
sional education programs leading 
to the baccalaureate degree in 
colleges and _ universities. Such 
preparation is prerequisite for 
teaching, supervisory and adminis- 
trative. positions involving broader 
responsibility for nursing and for 
admission to advanced programs 
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that prepare for such positions. 
There is evident need for further 
clarification of the objectives of 
the three types of educational pro- 
grams. But closely related to be- 
ginning preparation in nursing is 
the responsibility of an employing 
agency for inservice preparation 
or on-the-job preparation for rou- 
tines or methods distinctive to the 
respective employment situations. 
Many routines are easily taught 
on the job and should not be con- 
fused with a planned educational 
program in a school of nursing. 
Increasing opportunities are 


available for graduates of hospital 
schools of nursing to complete re- 
quirements for a baccalaureate de- 
gree.% The amount of advanced 
credit granted the applicant varies 
with individual colleges and uni- 
versities. The trend has been a 
decrease in credit allowance as 
well as a reduction in the number 
of these programs offering prep- 
aration in specialized areas of 
function. 

Graduate Programs—Graduate pro- 
grams in nursing lead to a mas- 
ter’s or doctoral degree and pre- 
pare for specialization such as 
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teaching, supervision, consultation, 
research and administration. 
“Preparation for advanced posi- 
tions is now recognized as the re- 
sponsibility of graduate education 
only; present trends suggest the 
eventual disappearance of special- 
ty preparation at the undergradu- 
ate level.” 354 The movement is 
based upon the belief of the ma- 
jority of educators in nursing that 
nurses in advanced positions re- 
quire a broad scientific foundation 
in nursing achieved through a bac- 
calaureate degree. 

More than 90 per cent of all 
nurses are without a college de- 
gree. More nurse educators and 
public health supervisors are now 
earning degrees but this is a down- 
ward trend in the number of di- 
rectors and supervisors of nursing 
service in hospitals earning de- 
grees. At the present time, four 
out of five administrators, super- 
visors, and teachers do not possess 
a college degree.** It has been es- 
timated that 13 per cent of active 
members of the field of nursing 
are required for top leadership 
positions. 

In an attempt to meet the prob- 
lem of shortage of graduate nurses 
prepared in administration, super- 
vision and teaching, the Profes- 
sional Nurse Traineeship Program 
was authorized July 1, 1956, 
through June 30, 1958, by Con- 
gress. Appropriations of $5 million 
were awarded to approximately 
1,800 graduate nurses. The ma- 
jority of the “trainees” were en- 
rolled in master’s degree pro- 
grams; a few were completely 
baccalaureate degrees. 

In August 1958 an evaluation 
conference of the program, (Title 
II, P.L. 911), was held in Wash- 
ington, D.C., and the request made 
to the surgeon general of the 
United States Public Health Serv- 
ice that the program be extended 
for a minimum of five years. 

Although the graduate programs 
emphasize preparation of the spe- 
cialists, a new program in gradu- 
ate study in nursing was initiated 
by Duke University. The program 
focuses on the development of the 
expert clinical practitioner rather 
than upon the teacher or admin- 
istrator. The patient is emphasized 
as a focal point of all learning 
experiences.*6 

Diversity in prograrns continues 
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to be the trend. In undergraduate 


programs, the issues of preparation 
for competent nursing practice in 
the two-year junior college pro- 
gram, the three-year hospital pro- 
gram and the four- er five-year 
collegiate program persists and is 
further confused by the issue of 
specialization in undergraduate 
programs. Graduate programs 
have moved toward preparation 
for specialization in advanced po- 
sitions, and the program at Duke 
University has been based on the 
belief that expertness is a require- 
ment of a select number of prac- 
titioners. 

Accreditation of Hospital Schools of 
Nursing—The AHA is an associa- 
tion of institutions and, like the 
institutions or hospitals it repre- 
sents, the Association has a de- 
clared responsibility and interest 
in nursing as it affects or is in- 
fluenced by hospital services and 
programs. Problems and issues in- 
herent in the accreditation pro- 
gram of the National League for 
Nursing have concerned and in- 
terested the membership of the 
Association. There had been grow- 
ing disappointment and dissatis- 
faction with the procedures or 
plans to solve nursing problems 
in this country. Consequently, 
there was a ground swell of feel- 
ing among hospital administrators 
that the hospital, as an important 
element, had to assume a more 
responsible role in the accredita- 
tion process. In August 1958 the 
AHA House of Delegates voted: 

“To request the National League for 
- Nursing and the American Medical 

Association to join the American 

Hospital Association in establishing, 


as rapidly as feasible, an independ- 


ent joint commission on accredita- 
tion of hospital schools of nursing, 
to be composed of these and possi- 
bly other groups, in order to spread 
the responsibility and financing for 
the accreditation program more 
fairly among those who benefit from 
the services of graduates of hospi- 
tal schools of nursing.” 

The Association was on record 
as supporting the principles of ac- 
creditation and strongly urged 
participation in the existing pro- 
gram of the National League for 
Nursing until such time as an 
independent commission was es- 
tablished. The commission recom- 
mended was an independent com- 
mission; a separate organization 


rather than a part of any already 


established organization. The con- 


tribution of the National League 
for Nursing to nursing education > 
and nursing service in the estab- 
lishment of the program of ac- 
creditation was fully recognized 
by the AHA. But as administrators 
of institutions conducting pro- 
grams for the education of stu- 
dents of nursing, hospital admin- 
istrators have an administrative 
responsibility for the conduct and 
quality of the educational pro- 
grams within the institutions. 

Representatives of the AHA 
have participated actively in pro- 
grams of the NLN and the League 
recognized the deep concern of 
the AHA regarding all matters 
influencing the quality of nursing. 

Reactions to the AHA resolu- 
tions favoring an _ independent 
commission on accreditation of 
hospital schools of nursing and 
recommendations from the group 
within the NLN concerned with 
accreditation of hospital schools of 
nursing were preponderantly in 
favor of the League continuing to 
be the accrediting body for nurs- 
ing education. The board of the 
League reiterated this opinion in 
a resolution adopted at its No- 
vember 1958 meeting and sent to 
the American Hospital Association 
on Nov. 14, 1958. 

On Nov. 20-21, 1958, the AHA 
Coordinating Council and Board 
of Trustees voted: 

“To request (three individuals) to © 
meet promptly with representatives 
of the National League for Nursing 
to arrange for future conferences 
to examine all facets of the accredi- 
tation program.” 

The meeting was held on Dec. 
13, 1958, and developed a plan of 
procedure in the development of a 
proposal for the accreditation of 
hospital schools of nursing. This 
special committee appointed two 
committees: 

—A standing committee con- 
sisting of the three presiding offi- 
cers of the American Hospital As- 
sociation and three comparable 
officers of the National League for 
Nursing, as an additional liaison 
between the two organizations. 


~The director and the secretary of 


the Committee on Nursing of the 


Association, and the general di- 


rector and the secretary of the 
Steering Committee of the Depart- 
ment of Diploma and Associate 
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Degree Programs of the League 
will attend as ex officio members; 

—An ad hoc committee, consist- 
ing of three representatives of the 
AHA and the secretary of the 
Committee on Nursing, and three 
representatives of the NLN and 
the secretary of the Steering Com- 
mittee of the Department of Di- 


ploma and Associate Degree Pro- | 


grams, to develop a proposal for 
accreditation of hospital schools of 
nursing; further, the representa- 
tives of both organizations to the 
ad hoc committee operate within 
the established administrative 
channels of their respective or- 
ganizations. 

Feb. 14-15, 1959, the ad hoc 
committee met and developed a 
proposal for the consideration of 
both organizations. The proposal 
will then be presented to the 
League membership at the Con- 
vention in May 1959, and to the 
Association membership at the 
annual meeting in August. 
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by WILLIAM S. BRINES 


INTRODUCTION 


YXTENSIVE WRITINGS throughout 
the year on such subjects 
as communications, management 
planning, delegation of authority 
and responsibility have _ stressed 
the breadth of the subject and the 
importance of the principles of 
organization! in hospital manage- 
ment. 

Certainly, regardless of the area 
in which one discusses organiza- 
tion or its components, it is ob- 
vious that failure inevitably is the 
result of disregard of one or more 
of these principles, and_ success 
the result of their observance. 

It is unfortunate that the es- 
sentials of successful organization 
are so familiar to the hospital ad- 
ministrator; a remarkable differ- 
ence exists between familiarity and 
knowledge. So often because of his 
background, the manager has been 
introduced to such factors as the 
importance of clear communica- 
tions,2 but because of a “speaking 
acquaintance” he fails to investi- 


William S. Brines is director, Newton- 
Wellesley Hospital, Newton Lower Falls, 
Mass. 
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ORGANIZATION 


* Morale is gauged in new ways 


© Stable organizations must allow 


for changing situations 


gate further and acquire a thor- 
ough knowledge. 

The principles of organization, 
developed mainly inwthe human 
relations area and to a lesser ex- 
tent in the technical field of man- 
agement, methods and efficiency,’ 
have become standard topics for 
hospital meetings and _ hospital 
writings. They repeatedly appear 
in the literature with only minor 
variations. It is well to enumerate 
them as presented in 1954 by Er- 
nest Dale* and advocated by the 
AHA Committee on Hospital 
Organization. They are: 

Unity of Purpose. Every or- 
ganization and all its compo- 
nents should be the expression 
of the purpose of the undertak- 
ing. 

Specialization. The activities of 
the individuals should be con- 
fined, as far as possible, to a 
single function. 

Coordination. Every component 
should work towards unity of 
effort. 

Authority. A clear line of au- 
thority should exist from the 
supreme authority to every in- 
dividual in the group. 


ANNUAL 
ADMINISTRATIVE 
REVIEWS 


Responsibility. The superior 
should be absolutely responsible | 
for the actions of his subordi- 
nate. 

Definition. The nature of each 
position, duties, authority and 
responsibilities, and the rela- 
tionships with other positions 
should be clearly defined in 
writing and available to all con-: 
cerned. 

Correspondence. Responsibility 
and authority should correspond 
in every position. 

Span of Control. No person 
should supervise more than five, 
or at most six, direct subordi- 
nates whose work interlocks. 

Balance. The various units of 
an organization should be kept 
in balance. 


CURRENT PRACTICES 


There has been a considerable 
change in the tenor of literature 
in the past year on the subject of 
organization per se. The approach 
of investigation and trial has given 
way to an emphasis on the neces- 
sity of thorough observance of the 
principles of organization, in the 
total program and in its compo- 
nent departments.5 There is noth- 
ing particularly mew about the idea 
of developing fundamentals at the 
grass roots, but there has been 
extensive over-all success in this 
area. It must be credited to the 
department head-administrator 
team approach® and to the consist- 
ent demonstration that such an 
approach to departmental difficul- 
ties will improve other depart- 
ments, and eventually the over-all 
organization.? 

Organization planning, it is 
pointed out, is not limited to the 
administrator, and the application 
of organization principles in plan- 
ning should be a part of the su- 
pervisor’s job whether it is appli- 
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cable to the future, the moment 
or an emergency. 

Advice for strengthening the 
organization has stressed the im- 
portance of basic elements such 


as good communications.’ For 


instance, a breakdown in in- 
formative or instructional com- 
munications often results because 
someone transmitted instructions 
imprecisely. Little or no commu- 
nication of direct information and 
guidance is an even more inade- 
quate situation. Well defined chan- 
nels of communication must trans- 
mit precise messages. Another 
necessity stressed is the logical 
and effective delegation of author- 
ity and responsibility.!° In this 
instance it is advised that, above 
all, careful planning is needed, 
much of which should be carried 
out in advance as a mechanical 
process as well as in the develop- 
ing stages involving the par- 
ticipation of people.!! This ap- 
‘proach permits the administrator 
to use foresight in applying the 
principles of organization, yet al- 
lowances and variations can be 
made in advance to insure that the 
individuals are formed into a well- 
functioning team. 

ideas. Although the 
principles of organization have 
remained essentially the same, 
there has been considerable con- 
jecture, research and development 
in the area of the management 
function. New ideas in manage- 
ment forms are being explored 
and reported. The traditional con- 
cepts of autocratic, democratic and 
laissez-faire leadership patterns!? 
have had some shaking. Long con- 
sidered generally undesirable, a 
“benevolent autocracy” is now be- 
ing championed to get results,}% 
because, it is contended, contem- 
porary management and labor are 
better geared to it (particularly 
under the “rights” 
now has developed as inherent in 
employment). 

In contrast, a strong argument 
has been expressed for granting 
“freedom” to the subordinate. This, 
as presented, would require care- 
ful controls, but would allow sub- 
ordinates more freedom for deci- 
sion and action.!4 

In any choice of system, there 
is always that call for self-ap- 
praisal on the part of the admin- 
istrator!5 before full appraisal can 
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which labor 


be accomplished. There is a major 
difference between seeing that the 
job gets done (control) and mak- 
ing it possible to get it done (plan- 
ning and initiating). The manager 
may be under the impression that 
he has been constructive in the 
way he delegates authority, but he 
may be setting up too many rules 
or using subtle punishment, there- 
by hindering “imaginative deci- 
sion-making.’’!6 

Changing Personalities. When one 
deals with people and the ever- 


changing elements with which 


their interests and efforts are 
composed, he deals with a complex 
situation. To pattern these ele- 
ments into a coordinated and ef- 
fective whole is no small accom- 
plishment. In the opinion of at 
least one expert in’ the manage- 
ment field,!? since management is 
the application of scientific methods 
to operating problems, adminis- 
trators have a long way to go to 


assimilate the perspicuity essential 


to leading the organization at the 
highest level of competence. 

As one expects, different per- 
sonalities and situations have very 
different effects on a system; the 
varied approaches to a manage- 
ment pattern within the organi- 
zation are quite logical and should 
exist. Regardless of the structure 
of the approach, leadership traits 
remain constant despite differences 
in psychological ideas, basic as- 
sumptions and conclusions devel- 
oped by the administrator. These 
traits are moral character, convic- 
tion and courage, and they are es- 
sential to the business of being a 
leader.18 

Other Progressive ideas. In this era 
of rapid discovery and develop- 
ment, there is an opportunity for 
management to display compe- 
tence in managing improvement 
itself.19 This form of leadership 
must be based upon “a thorough 
and effective understanding of 
human attitudes and what con- 
stitutes and prompts” them. There 
is little logic in setting objectives 
and planning strategy unless the 
necessary changes for improve- 
ment are supported and sustained. 
It is effectively held that through 
a good organization, rather than 
stifle creative people, management 
can increase their contributions.?° 

Regardless of the formula by 
which management directs, the 


organization must be psychologi- 
cally healthy. It affects and re- 
flects the people around whom it 
is fashioned,?! and the present in- 
dices of evaluating morale such as 
absenteeism, turnover, etc., it is 
held, are not reliable. Other fac- 
tors are more reliable measures, 
such as quality and nature of re- 
lationships to others, noninvolve- 
ment in the formal activities of 
the organization, wages that guar- 
antee a fair standard of living and 
a secure job, control over one’s 
immediate work environment, va- 
riety in work, routine in work, 
and preference for direction. 

The soundness in this guide to 
organizational health is indicative 
of much of this year’s literature. 
Even in contrary viewpoints one 
finds a basic agreement on the 
leadership function of the admin- 
istrator. One must gather the ma- 
terial together, evaluate the good 
and not-so-good of theory and 
practice and combine them in a 
“satisfactory and creative union” .?? 
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ANNUAL 
ADMINISTRATIVE 
REVIEWS 


INTRODUCTION 


HE MOST significant develop- 
ments in the hospital person- 
nel field during 1958 had little to 
do with the technical aspects of 
administering the personnel func- 
tion. The major personnel prob- 
lems continue to be the adminis- 
trator’s problems rather than the 
personnel technician’s concern. 
The rash of Blue Cross rate 
hearings throughout the country 
in 1958 brought out forcibly the 
key position of the hospital wage 
factor in total hospital costs. It 
likewise showed clearly the need 
to interpret lucidly to all segments 
of the community the hospital as 
a high “labor’’-factor organization 
and the inexorable need to pay 
hospital employees properly es- 
tablished rates. 
As though this were not enough, 
the active interest of many other 
groups in current hospital person- 
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PERSONNEL 


® Salaries pinpointed as hospital cost factor 


° Hospitals’ attitude may attract union interest 


° Increase in collective bargaining noted 


by SIDNEY LEWINE 


nel practices served further to 
underscore the hospital personnel 
function as a Management concern. 


CURRENT PRACTICES 


Collective Bargaining—Two impor- 
tant contributions to the under- 
standing of collective bargaining 
in hospitals appeared during the 
year. An American Hospital Asso- 
ciation brochure! described the 
collective bargaining process, its 
history in this country, and its 
present legal status at the federal 
and state level in hospitals. It un- 
derlined the need on the part of 
hospital management to gain ex- 
pert legal or labor consultation 
when confronted with employee 
organization. The other important 
contribution was an article by a 
labor-management specialist? 
which cited the factors contribut- 
ing to, and detracting from, the 
development of employee organi- 
zations in hospitals. To the extent 
that some hospitals behave like 
big business, will they inevitably 


attract the interest of unions. To 
the extent that hospitals pay low 
wages, show little recognition of 
employees, and operate in an au- 
thoritarian atmosphere, to that 
extent will hospitals be vulner- 
able to gains by organized labor. 
Among factors retarding the de- 
velopment of unions are the public 
attitude toward hospital service 
and the existence of a heavy fe- 
male working force with attend- 
ant high turnover. 

Since the promulgation by the 
American Nurses’ Association of 


its “economic security program” 


in 1946, ANA has consistently 
pressed the development of a col- 
lective bargaining program for 
nurses despite limited gains of the 
program. During 1958 there was 
considerable concerted activity at 
the national level and in the state 
nurses organizations along these 
lines. This activity was highlighted 
at the American Nurses’ Associ- 
ation annual convention when it 
passed a resolution’ calling on the 
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to help reduce the hazard of hospital cross-infection... 


Air-Shields 


MICRO-FILTERED AIR 


| 
New Micro-Filter protects patient and operator against dangerous cross infection. Four layers of glass fiber 
filter permanently housed in a unique plastic container remove air-borne contaminants down to 0.5 micron 
in size from room air to insure a safe source of compressed air. When Dia-Pump is used for suction, 
pathogens from aspirated material are removed in the Micro-Filter before air is discharged into the room: 


for Pathogen-Filtered Air! 


Tested, proved and accepted as standard by many hospitals, the Dia-PUuMp® com- 
pressor-aspirator and new MICRO-FILTER offers— 


© Pathogen-filtered air: Unique Micro-FILTER is standard equipment on every model 
Dia-PuMP. MICRO-FILTER removes all air contaminants down to 0.5 micron in size. 
The Dia-PUMP compressor insures a safe source of pathogen-filtered compressed air, 
and the Dia-PUMP aspirators can not transmit micro-organisms from aspirated 
material into room or ward, thus reducing the hazard of air-borne infections." 
(Micro-FILTER is also available for older A1lrR-SHIELDS compressor-aspirators. ) 


Trouble-free performance: The Dia-Pump is an oil-free diaphragm-type pump de- 
signed for continuous, heavy-duty operation. It has been run 24 hours a day for an 
entire year without failure of any part. Hospital personnel like the rugged, precision- 
built Dia-PUMP because it is always ready for use when needed—not in the repair 
shop or back at the factory for costly and time-consuming maintenance. Uncondi- 
tionally guaranteed for one year! 

3 low-cost models: In addition to the standard portable Dia-PUMP compressor- 
aspirator, AIR-SHIELDS now offers two economical models—for compressed air, the: 
Dia-PUMP compressor provides controlled positive pressure to 30 p.s.i., and for 
regulated suction only, the Dia-PUMpP aspirator provides up to 22” Hg of vacuum. 


ia-Pump’ with New Micro-Filter 


Dia-Pump aspirator (model EFA) with 
Micro-Filter for vacuum to 22” Hg. 


Dia-Pump compressor (model EFC) with 
Micro-Filter for pressure to 30 p.s.i. 


with 


Dia-Pump compressor-aspirator 
Micro-Filter (model EF) for pressure to 
30 p.s.i., and vacuum to 22” Hg. 


1. Ranger, |. and O'Grady, F.: Lancet 2:299, 1958. 


For complete information about DiA-PUMP with > 


new MICRO-FILTER, fill in and mail coupon to Air-Shields, Inc. 


Hatboro, Pa., Box HO! 


Gentlemen: 


[] Please send literature on late-model 
Dia-Pump with new Micro-Filter. 


[_] Please send information on Micro-Filter 
for older model Dia-Pump. 


The Diapump/ 


| Name 
with new Micro-Fiter by AIR-SHIELDS, INC sonics 
: Street 
Hatboro, Pa., OSborne 5-5200 
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American Hospital Association and 
its constituents to promote em- 
ployee organization, collective bar- 
gaining with employee represent- 
atives, and negotiation of signed 
contracts. 

This resolution was passed at a 
major session devoted to the eco- 
nomic security program of the 
ANA at which an economist, a so- 
ciologist and others spoke strongly 
in favor of collective bargaining 


as the means of attaining proper | 


wages and working conditions for 
nurses. | 

In addition to convention dis- 
cussions, nursing journals have, 
for some time been publishing ar- 
ticles by nonnurses describing the 
advantages of collective bargain- 
ing. In a recent such article,* the 
question was raised as to why ad- 
ministrators and boards of trustees 
refuse to discuss a written con- 
tract since such a contract is to 
the advantage of the employer as 
well as to the employee. The au- 
thor cited in explanation the “psy- 
chology of the American employer 
who sometimes takes strong stands 
even against his own interests.” 
In the same article it is noted that 
hospitals are not bound by Taft- 
Hartley and by statedaws of simi- 
lar content. This leaves the hos- 
pital employer “free to make 
broader, stronger and more com- 
prehensive agreements than em- 
ployers who are shackled by such 
laws.” 

Sorne articles in nursing period- 
icals5\6 described factually the 
ANA economic security program 
and some of the tentative agree- 
ments reached with a few hospital 
organizations. Others?-® went much 
further in citing the advantages of 
collective bargaining. In warning 
against the potential pressures 
from unions that allegedly wish 
to bring in nursing organizations 
as a unit, the nurse was described 
as needing “an organization of her 
own that will preserve her profes- 
sional identity yet compete vigor- 
ously for her economic welfare.’’® 

In another article, after men- 
tioning the opposition of hospital 
administrators as the biggest hur- 
dle and noting the unsuccessful 
attempts in 1957 to change state 
laws in Pennsylvania and in Wash- 
ington, it was observed that “big- 
gest gains seemed to be racked up 
in densely populated areas where 
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state nurses’ associations collect 
high dues from large memberships. 
Such organizations can afford to 
hire the clerical, legal and public 
relations help they need.’ 

In another professional field, op- 
position by the American Society 
of X-ray Technicians and by the 
American College of Radiology to 
efforts to organize x-ray techni- 
cians, especially in the Washing- 
ton, D.C., and San Francisco areas, 
was noted.!° | 

For the nonprofessional em- 
ployee, the year began with union 


- organization efforts at a Seattle 


hospital which culminated in a 
walkout on the issue of union rec- 
ognition. This strike ended with- 
out recognition of the union, but 
with the agreement to establish a 
plan similar to the “Toledo Plan” 
which gives the hospital special 
nonbargaining status and provides 
for a permanent community com- 
mittee to handle grievances.!! The 
year ended however with recogni- 
tion of a local of the Retail Drug 
Employees Union as the bargaining 
agent for nonprofessional workers 
at a major New York City hospital 
following a strike threat.!2 Both 


_of these instances represent im- 


portant case histories, the study of 
which could add much to the 
knowledge of union organization 
in hospitals. 

Employee Health Programs—A ma- 
jor contribution to the promotion 
of sound hospital employee prac- 
tices was recorded in the devel- 
opment of a statement on health 
services for hospital employees ap- 
proved by the American Hospital 
Association Board of Trustees and 
by the House of Delegates of the 
American Medical Association.!5 
This statement clearly spells out 
the purposes of this important 
service and describes its scope in 
specific terms. The statement even 
contributes much in answering the 
question of what the hospital em- 
ployee health service should not 
do. This was subsequently fol- 
lowed by a description of an em- 
ployee health program in a specific 
hospital which adheres closely to 
the newly stated principles.!* This 
article provides an excellent ac- 
count of the facilities and the de- 
tailed operation of a health service 
that can serve as a model for such 
a program in a relatively large 
hospital. 


Recruitment—The use of summer 
jobs 45 and promotional devices!6.17 
aimed at the high school senior 
were set forth as methods of re- 
cruiting future hospital personnel. 

On a point that frequently rep- 
resents a sore spot, even in hospi- 
tals with well-organized personnel 
departments, the usefulness of a 
personnel department in assisting 
with the recruitment of graduate 
nurses was outlined.!8 

A report appeared!%.20 on the use 
of the tuition refund device as a 
means of holding nursing school 
graduates at the parent hospital 
after graduation. The inconclusive 
nature of this report points up the 
serious need for well-organized re- 
search on the validity of this tech- 
nique. The tuition refund practice 


. appears to be gaining wider usage 


despite the absence of well-docu- 
mented evidence that it truly 
serves to retain graduates who 
otherwise could be expected to 
leave. 

A useful technique which should 
be applied more frequently?! was 
employed in a study of the em- 
ployment of nurses who have been 
graduated over a 15-year period 
from a hospital school of nursing. 
The clear dependence of the em- 
ployment status on the family 
status of the graduate nurse, the 
relatively high percentage of grad- 
uates employed in nursing, and 
the high percentage of the latter 
employed in the hospital tend to 
refute unsupported statements, 


- sometimes met, regarding the loss 


of graduate nurses to other fields 
of work. 

New Standards for Professional Per- 
sonnel—The growth of a relatively 
new hospital personnel group, the 
inhalation therapist, was seen in 
the development of new member- 
ship standards?? by the American 
Association of Inhalation Thera- 
pists. | 

Rather quietly the House of Del- 
egates of the American Medical 
Association passed a recommenda- 
tion of the American Society of 
Medical Technologists and of the 
American Society of Clinical Path- 
ologists that three years of college 
instead of two years be required 
for admission to approved schools 
of medical technology. This change 
is effective after Jan. 1, 1962.2 To 
the extent that this adds a year of 
education to the minimum re- 
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"WHAT'S MY NAME? is one 


game we a ens play around here thanks 


to Wdent-A-Bond 


Hollister Ident-A-Band; the original, 


the positive all-patient, on-patient identification 


Identity mix-up is one kind of headline nightmare that 
need never trouble you again. On-patient, all-patient iden- 
tification is the answer . . . as recommended by the Amer- 
ican Hospital Association. But remember, you're only as safe 
as the seal. And that’s why so many hospitals use the Hol- 
lister Ident-A-Band. It has a permanent seal — and it's quick 
and easy to apply. 


Applying an Ident-A-Band is as simple as using a scissors. 


And the result is truly a custom-fit. Skin-soft Ident-A-Band 


‘Hollis fer gers Incorporated, 833 North Orleans Street, Chicago 10, Illinois 


Sold in Canada by Hollister Limited, 160 Bay Street. Toronto 1, Ontario 


fits perfectly . . . even the tiny wrist of a newborn baby. 
Ident-A-Band is the original, and it has never been sur- 
passed. So before you install your system of all-patient, on- 
patient identification, see the one that’s hospital-proved by 
eight years of use oni millions of patients. In addition to 
its original positive seal, Ident-A-Band now offers two new 
finger-pressure seals, thus meeting every need of every de- 
partment. Write for your free samples, prices and complete 
information. 
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| | FIRST STEP 
IN POSITIVE 
IDENTIFICATION 


As you know, the F.B.I.* and the American Hospital Association* 
recommend footprinting as a permanent means of identification, from 
birth, and through life. But both organizations underline the fact that a 
smudged print is useless. And now, with the FootPrinter by Hollister, 


the clearest prints are actually made in the quickest, cleanest way. 


There's no inking, no rolling, no mess. Color is deposited only on the 


top of the skin's ridges so anyone can get clean, sharp prints every time. 
What's more, most of this color is transferred to the paper, so only a 
q | light sponging is needed to clean the baby’s skin. There's no time-wasting 
cleanup, no ink on your hands or uniform. Once you've tried the 
| FootPrinter, there's no other way. Write for free booklet and 


information on free trial offer. 


*Law Enforcement Bulletin, F.B.1., Jan. 1945 and Dec. 1956. *Principles and 
Recommended Procedure as a Guide for the Identification of the Newborn tn 
Hospitals, A.H.A., Dec. 3, 1949, revised Feb. 7, 1957. 
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quirements of an essential hospital 
worker, this move should be of 
interest to hospital administrators. 

Wage and Salary Administration— 
One hospital reported a reduction 
in its daily rates after a 12 per 
cent pay increase for employees.*4 
It was disappointing to note no 
evidence of the correlation of these 
two actions. This was especially 
disappointing since the broad 
statement appears so frequently 
that hospitals could lower costs by 
raising wages and thereby employ- 
ing more efficient personnel. No 
demonstration of this proposition 
seems yet to have been carried out 
under proper research conditions. 

Employee Loans—A gap in hospital 
literature was partially filled by a 
report of the organization of a 
hospital credit union.25 This ar- 
ticle notes that approximately 311 
credit unions are operating in hos- 
pitals. The advantages of credit 
unions were described as well as 
the objections usually heard from 
banks and other lending institu- 
tions. 

Employee Handbooks—Another void 
was filled by a report?® covering 
the objectives, contents, makeup 


and distribution of hospital em- 
ployee handbooks. 

Older Worker—An interesting dis- 
cussion of the “old guard” em- 
ployee, familiar to all hospital 
administrators, appeared with sug- 
gestions for working with this 
group, and suggestions for avoid- 
ing the development of future old 
guard employees.?? 

In summary, the year brought 
an increase in activity and interest 
in collective bargaining, a funda- 
mental contribution to the subject 
of employee health service, and a 
few new insights on old hospital 
personnel problems. 
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Beginnings are important! 


A statistically-minded young man in our offices, after a session in 
the records room, came up with the following analysis of our cam- 
Recognizing the shortcomings of such all-inclusive figures, 
we still believe you may find the information of interest. 


paigns. 


a) Campaigns which we undertook after one or more 
major failures (on the part of others) averaged 


b) Campaigns which we undertook after brief, abortive, 
attempts by the local people averaged 


c) Campaigns which we handled from the outset averaged 


a healthy 


Beginnings are important. 
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It's far more satisfactory in the long 
run to have Haney Associates, fund raisers to hospitals for more than 
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DEKNATEL NEEDLED SILK 


Zt DRY PAK 


in transparent 


DEKNATEL 
PLASTIC PAK 


@ Transparent Deknatel Plastic Pak is sterilized in the solution 
you have known and relied upon: FORMALDEHYDE. 


@ Each Deknatel Pak is subjected to an exacting test for leakage. 
@ There is no leakage problem with the Deknatel Pak. Prove it to yourself: 


Deknatel Plastic Pak is stored in a jar solution containing fluorescein dye. 
Should a Pak develop a leak, detection is immediate and foolproof: Pak would 
contain colored storage fluid. ONLY DEKNATEL gives you this visual protection! 


FAST, SIMPLE HANDLING 


SLIDE OUT - ONE-HAND UNWIN SLIDE OFF 


Invert reel and press sides. Instru- Hold suture end. Metal reel Needle is automatically freed 
ments not needed for removal — unwinds by its own weight. from its protective metal tab. 


reel drops freely from cut Pak. No instruments required. 
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INTRODUCTION 


— OF pharmaceutical 
services in hospitals in the in- 
terest of better patient care was 
the theme of hospital pharmacy ac- 
tivities during 1958. Need for a 
broader concept of pharmacy re- 
sponsibilities in order to keep pace 
with the growth and development 
of the other health services is 
brought out in the literature as 
well as in numerous (discussions 
held by hospital pharmacists 
throughout the country.! This is 
apparently the result of changes 
in the total pattern of providing 
medical care and the rapid de- 
velopments in drug therapy. No 
hospital pharmacist can _ either 
properly or profitably serve the 
patient, the professional staff, or 
the hospital administration with- 
out keeping abreast not only of 
the developments in the drug field 
but also of administrative proce- 
dures and total hospital activities. 
Thus, the hospital pharmacist of 
this decade is no longer concerned 
with only the filling of prescrip- 
tions. Rather, his role is one of an 
ever-increasing importance, with 
service to patient and hospital his 
primary concern. 

Hospital pharmacists themselves 
are taking a leading role in ex- 


Mrs. Gloria N. Francke is _ secretary. 
American Society of Hospital Pharmacists, 
Washington 7. 
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amining current practices and re- 
evaluating their roles as members 
of an important public health 
team. Relationships with the total 
profession of pharmacy, hospitals, 
the medical profession, and indus- 
try are all being carefully re- 
viewed in an effort to bring about 
mutual understanding and provide 
a basis for a significant contribu- 
tion to better patient care. 


Leading in all of these endeavors © 


has been the national hospital and 
pharmaceutical associations. The 
American Society of Hospital 
Pharmacists, now in its 17th year, 
has shown great leadership in the 
area of standards, application of 
the formulary system in hospitals, 
and developing closer liaison with 
hospital groups. The American 
Pharmaceutical Association has 
fostered the Division. of Hospital 
Pharmacy of the APhA and the 
ASHP which provides services in 
the area of hospital pharmacy 
practice. The American Hospital 
Association has set up a joint com- 
mittee with the American Society 
of Hospital Pharmacists which has 
been most effective in working 
with hospital administration. Also, 
the Catholic Hospital Association 
over a period of many years, 
has had a Committee on Hospital 
Pharmacy Practice which con- 
tinues to make considerable con- 
tributions in this area. 
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PHARMACY 


® Pharmaceutical requirements 
of small hospitals explored 


Formulary system draws 
increasing attention 


® Expanding services emphasize 
need for trained personnel 


by GLORIA N. FRANCKE 


CURRENT PRACTICES 


Small Hospitals—Small hospitals 
and the need for pharmaceutical 
service continue to receive wide 
attention from administrators, 
pharmacists and those concerned 
with the legal requirements for 
dispensing pharmaceuticals to pa- 
tients. Numerous studies and sur- 
veys have been carried out during 
the past few years and state boards 
of pharmacy (which in most states 
are responsible for the practice of 
pharmacy in hospitals) and other 
regulatory agencies are cognizant 
of the fact that many small hos- 
pitals are operating without the 
services of a legally qualified phar- 
macist. 

Of primary concern in this area 
is' the patient—and any arrange- 
ments for providing pharmaceuti- 
cal service must center on the 
basic principle that “the pharma- 
ceutical services of the hospital 
shall be organized and maintained 
primarily for the benefit of the 
hospital patient.’ 

Tc provide pharmaceutical serv- 
ices in all hospitals, numerous 
suggestions are being made. Fore- 
most in the discussions during the 
past year has been in the area of 
the community pharmacist and his 
providing a part-time service in 
hospitals which cannot obtain or 
afford a full-time hospital phar- 
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DEBROD SUTURES 
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macist. Such a service is intended 
and must be a total service and not 


_ primarily dependent on filling pre- 


scriptions for patients. Completion 
of a study of pharmaceutical serv- 
ices in small hospitals in Michigan 
and publication of a handbook, 
Pharmacy Service in Smaller Hos- 
pitals, offers a source of informa- 
tion for community pharmacists 
and administrators who are in- 
terested in setting up such an ar- 
rangement.3 

Of national import is another 
study, The Audit of Pharmaceuti- 
cal Service in Hospitals, which in- 
cludes as part of a total survey 
information on the status of hos- 
pitals under 100 beds with regard 
to pharmaceutical services.4 The 
findings of this study have been 
compiled and a more definitive 
report will be published during 
1959. 

To meet the problem of provid- 
ing qualified pharmacy personnel 
for all hospitals, the national or- 
ganizations are encouraging com- 
munity pharmacists to provide 
service to hospitals that do not 


have a legally qualified pharmacist 


on the staff. The Joint Committee 
of the American Hospital Associa- 
tion and the American Society of 
Hospital Pharmacists is currently 
developing a statement of ‘“Sug- 
gested Principles of Relationships 
Between Smaller Hospitals and 
Part-Time Pharmacists Who Pro- 


‘vide Pharmaceutical Service’’. 


With approval by the two parent 
organizations, such a_ statement 
will have far-reaching effects in 
the effort to provide all hospital 
patients with the same protection 
as those who receive their phar- 
macy service from a retail phar- 
macy. 
Closely allied with this is the 
requirement included in the 
Standards of the Joint Commis- 
sion on Accreditation of Hospitals 
in which it is stated that “there 
shall be a pharmacy directed by 
a registered pharmacist or drug 
room under competent supervi- 
sion.’’5 Hospital administrators 
thus are cognizant not only of the 
state regulations but also of the 
standards of various accrediting 
groups. It is anticipated that dur- 
ing the next several years every 
hospital in the nation will make 
some arrangement for providing 


competent pharmacy service by a 
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legally qualified pharmacist. 

Legal Aspects of Pharmacy Practice in 
Hospitals—The legal aspects of 
pharmacy practice in _ hospitals 
drew attention from many areas 
and has been the subject of much 
recent discussion among hospital 
pharmacists and administrators. 
An increasing number of references 
also appear in the literature. Not 
only the problem of providing 
legally qualified personnel to carry 
out pharmaceutical services for 
patients, but almost every phase 
of hospital pharmacy practice is 
being reviewed from the stand- 
point of federal and state statutes. 

Highly important studies 
concerned with the regulations 
providing basic minimum require- 


_ ments for pharmacy service in hos- 


pitals. This is currently under 
study by a committee of the ASHP 
charged with drafting a model 
state hospital pharmacy law. 
Other areas in which legal im- 
plications are being scrutinized in- 
clude the use of nonprofessional 
personnel or lay help in the phar- 
macy, the special tax liability im- 
posed on hospitals for dispensing 
alcoholic liquors, narcotic and bar- 
biturate control, and the effect of 
product duplication on application 
of the formulary system.&§!! 
Safety Practices and Procedures— 
Closely allied to the legal aspects 
of pharmacy practice in hospitals 
is the promction of safety practices 


and procedures and guarding 


against medication errors, along 
with providing 24-hour service. 
The American Hospital Association 
has officially recommended that 
“hospital pharmacists extend their 
responsibilities to include partici- 
pation in programs dealing with 
the safe handling of drugs 
throughout the hospital.”!2 During 
the past year an ASHP committee 
has directed much study toward 
the areas effecting medication er- 
rors in hospitals.!% Further, a liai- 
son committee of the ASHP along 
with the National League for Nurs- 
ing has been set up to give further 
study to the problem as it relates 
to nursing practices, as well as 
pharmaceutical practices. 

Of principal concern to hospital 
pharmacists and the ASHP Com- 
mittee on Safety Practices and 
Procedures has been handling, 
storage, labeling, and distributing 
drugs. To date, the committee has 


made suggestions for preventing 
medication errors in these areas 


and it is hoped that specific state- 


ments can be adopted in liaison 
with nursing and other allied 
groups. 

Around-the-clock pharmacy 
service is being considered essen- 
tial as a safety measure as well 
as one of providing service. Vari- 
ous suggestions have been made 
for providing such a service.!*—!9 
However, it is generally agreed 
that providing around-the-clock 
pharmaceutical services must be 
planned to meet the needs and 
conditions of the particular hos- 
pital involved. 

Appropriate utilization of non- 
professional personnel in the phar- 
macy is also a factor in setting up 
safety practices and procedures 
and should be an important con- 
sideration in determining tasks to 
be performed by lay help.” 

Outpatient Care and Pharmaceutical 
Service—The trend toward use of 
the hospital as the medical and 
health center of the community, 
and the increased drug distribu- 
tion through hospital outpatient 
departments has far-reaching ef- 
fects on patients, on hospitals, and 
on the profession. Whether drugs 
for outpatients are provided as 
part of the hospital service in the 
interest of convenience, as well as 
other factors, or whether drugs for 
outpatients are supplied through 
retail outlets only, is discussed in 
an article entitled “Hospital Phar- 
macy gnd Outpatient Care,” ap- 
pearing in the October issue of the 
Journal of the American Pharma- 
ceutical Association, Practical 
Pharmacy Edition.?! 

The controversy points up the 
importance for understanding the 
needs of patients and the growing 
trend toward centering medical 
care in one unit—hospitals and so- 
called health centers. 

The Formulary System in Hospitals— 
Possibly the major development in 
hospital pharmacy during 1958 has 
been culmination of work on the 
American Hospital Formulary 


Service, first made available for 


publication in early 1959.22 This 
service, which is being received 
initially with enthusiasm by all 
concerned with the use of drugs 
in hospitals, will have an impor- 
tant effect not only on hospital 


' pharmacy practice but on the total 


hospital care. It is anticipated that 
most hospitals in the country will 
use this service, with the medical 
staff in each instance selecting 
from the more than 600 drug 
monographs and 1600 preparations 
(available in the original publica- 
tion) those products of choice. Of 
greater significance is the fact that 
this is a continuing service with 
supplements to be provided peri- 
odically. Subscribers to the service 
will receive additional monographs 
as new drugs are developed and 
released. Thus, the American Hos- 
pital Formulary Service fosters a 
selective evaluation of the numer- 
ous medicinal agents available and 
encourages the medical staff of in- 
dividual hospitals to select those 
drugs its members consider most 
useful therapeutically, together 
with the preparations in which 
they may be administered most 
effectively.73 

To meet the growing trend in 
the use of formularies, pharma- 
cists and medical staffs, working 
through the Pharmacy and Thera- 
peutics Committee, are urged to 
give attention to application of the 
formulary system in_ hospitals, 
whether it be through use of a 
formulary developed in the hos- 
pital or application. of the Ameri- 
can Hospital Formulary Service. 
In editorials addressed to pharma- 
cists and hospital administrators, 
hospitals are urged to review their 
professional policies relating to 
drugs, making certain that the 
service is being laid down upon a 
solid foundation of acceptance and 
understanding. 24.25 

Also through the Joint Commit- 
tee of the American Hospital As- 
sociation and the American Society 
of Hospital Pharmacists, ‘Guiding 
Principles in the Operation of the 
Hospital Formulary System” are 
being developed. It is anticipated 
that with the approval of both 
organizations, such a_ statement 
will serve as background to phy- 
sicians, administrators and phar- 
macists in application of the for- 
-mulary concept as a method of 
providing rational drug therapy 
in hospitals. 

Closely allied to application of 
the formulary system in hospitals 
has been the role that industry, 
through the National Pharmaceu- 
tical Council, has taken with re- 
gard to so-called “substitution”. 
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In contrast, the American Society 
of Hospital Pharmacists has em- 
barked on an over-all educational 
program with regard to the ap- 
plication of the formulary system 
in hospitals. A continuing commit- 
tee is charged with establishing 
liaison with industry and con- 
tinued efforts are being made to 
bring about mutual understanding. 

Education, Training, Personnel—Evi- 
dence of a continuing need for 
trained hospital pharmacists is in- 
creasingly apparent as pharmaceu- 
tical services in hospitals become 
more fully developed. This fact is 
further emphasized as the number 
of hospital beds increases, as the 
smaller hospitals and nursing 
homes utilize the services of 
qualified personnel in dispensing 
pharmaceuticals, and the trend 
toward greater use of hospital 
pharmacy by outpatients grows 
stronger. Also, legal requirements 
and the need for qualified per- 
sonnel in this area has an effect 
on the demand.?6. 27 

As noted in last year’s review, 
the basic educational requirements 
for pharmacists is increased from 
a four-year course to a five- and 
six-year course (effective in all 
schools of pharmacy in the United 
States in 1960). In addition, phar- 
macists must serve one to two 
years of apprenticeship or intern- 
ship in most states. What effect 
the longer program will have on 
the supply and demand for hos- 
pital pharmacists is an unknown 
factor. Also, major changes will 
be made in the internship pro- 
grams, particularly those leading to 
a master of science degree, since 
those wishing to practice in this 
field will already have spent five 
to six or six to seven years in 
preparation. At the same time, 
pharmacists completing the longer 
program undoubtedly will be bet- 
ter prepared and it is anticipated 
that the schools of pharmacy will 
give greater attention to special- 
ized courses for -those who wish 
to practice in a specific area. Par- 
ticular attention will be given to 
additional education in the bio- 
logical sciences in order to prepare 
hospital pharmacists to work more 
closely with medical staffs in sup- 
plying a better information service 
on drugs. 

In assisting in placing pharma- 
cists, 


the Division of Hospital 


Pharmacy of the American Phar- 
maceutical Association and the 
American Society of Hospital 
Pharmacists continues to provide 
a personnel placement service for 
hospital pharmacists.* This is. 
available to administrators and 
pharmacists without charge and 
“Positions Open” and “Positions 
Wanted” appear regularly in the 
American Journal of Hospital 
Pharmacy. 
Remuneration to hospital phar- 
macists varies so greatly that ad- 
ministrators must evaluate the 
application and training as well 
as the services which the phar- 
macist can provide. In this con- 
nection, the broader concept of 
pharmacy responsibilities, along 
with the growth and development 
of the health services, is also rec- 
ognized. Since the education, 
training and abilities and oppor- 
tunities for hospital pharmacists 
vary so greatly, it is probable that 
the current situation, particularly 
with regard to salaries, will con- 


tinue. 


Closely allied to education and 
training for hospital pharmacists 
is the continuing need for “re- 
fresher’? courses which are being 
provided in different forms on a 
large scale throughout the coun- 
try. The institutes, sponsored joint- 
ly by the AHA, the ASHP and the 
APhA continue to fill a great need 
on a national basis. Mention should 
also be made of the institutes held 
annually by the Catholic Hospital 
Association under the sponsorship 
of the Committee on Hospital 
Pharmacy Practice. To date, it is 
estimated that half of the chief 
pharmacists in hospitals through- 
out the nation have participated 
in one or more national hospital 
pharmacy institutes held over the 
past 12 years. 

To fill a further need, the AHA 
and the ASHP, through a recom- 
mendation from the Joint Com- 
mittee of the two organizations, has 
recently approved an annual spe- 
cialized institute in hospital phar- 
macy. This institute will be di- 
rected primarily to those who have 
previously attended one or more 
institutes. At this time, specific 
plans have not been outlined but 
it is anticipated that this would 


*Division of Hospital Pharmacy, Ameri- 
can Pharmaceutical Association, 2215 Con- 
stitution Ave., N.W., Washington 7, D.C. 
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take on the nature of an “ad- 
vanced” program. 

Trends in Practice—Developments 
in new drugs and changes in the 
total medical care picture also have 
an effect on day-to-day pharmacy 
practices. Apparent from the lit- 
erature are new trends in dis- 
pensing procedures, including la- 
beling, prepackaging, record and 
control systems; handling. radioi- 
sotopes; use of disposable injec- 
tions; educational activities of the 
hospital pharmacists; and research 
in hospital pharmacy.8-49 These, 
along with many. other areas, are 
being reviewed by hospital phar- 
macists in an effort to continually 
improve pharmacy service. 
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HE YEAR 1958 found prepay- 

ment programs for hospital 
care under considerable criticism 
on the grounds that hospital costs 
were rising too fast and that hos- 
pital services were being generally 
misutilized. When one recognizes 
that Blue Cross subscribers and 
purchasers of hospital insurance 
now number more than 125 million 
people, and that total payments to 
hospitals from these two sources 
amount to more than $2 billion 
per year, it is not difficult to 
understand why prepayment and 
hospital insurance is coming un- 
der close public scrutiny. During 
the year, a number of Blue Cross 
plans were obliged by financial 
necessities to request approval of 
a rate increase from their state 
insurance departments. Several 
plans coupled an increase in bene- 
fit schedules for subscribers with a 
request for rate increases. 


Insurance commissioners, when. 


faced with a request that would 
result in a sizable bill for services 
to the general public, have turned 
to the device of a public hearing 
so that the merits of the case can 
be given full public discussion. 
Since the basis for increased Blue 
Cross rates is rising hospital costs, 


the burden of explaining the need 


for increased rates has largely 
evolved upon representatives of 
contracting hospitals. 

This has been a new role for 
many hospital trustees and ad- 
ministrators and it has been re- 
flected in hospital literature. 
Fortunately, many of the hospital 
people who have been asked to 
testify have recognized the unique 
opportunity which a public hearing 
offers to tell the hospital story and 
have given careful thought to the 
preparations of their testimony. 
With the prospect of more public 
hearings in the years to come, 
such testimony provides a valuable 
resource for hospital trustees and 
administrators who will be ex- 
pected to appear at public hear- 
ings in the future. 


CURRENT PRACTICES 


The most significant outcome of 
the public hearings during 1958 


Hiram Sibley is secretary, Council on 
Planning, Financi and Prepayment, 
American Hospital Association, cago. 
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PREPAYMENT 


°® Prepayment programs under closer scrutiny 


® Voluntary vs. government insurance debated 


by HIRAM SIBLEY 


was the adjudication issued in 


April by Francis R. Smith, insur- 
ance commissioner of Pennsyl- 
vania. He pointed out the need for 
controls, both of rising hospital 
costs and increasing hospital utili- 
zation, and suggested that it was 
the responsibility of Blue Cross 
plans to see that such controls 
were put into effect. While the 
adjudication met with some dis- 
agreement, hospitals on the whole 
accepted the challenge laid down 
by Commissioner Smith and began 
to take steps to see what could be 
done to control rising costs and 
possible misutilization of hospital 
facilities and services. 

Nongroup Population—The enroll- 
ment of nongroup population also 
came under public scrutiny with 


particular emphasis on people who 
had retired from their occupation © 


and no longer belonged to an em- 
ployed group. The advantages and 
disadvantages of voluntary and 
government insurance were de- 
bated from many angles during the 
year without any specific solution 
to the question gaining any wide- 
spread acceptance. There was 
agreement that a serious problem 
did exist, particularly for people 
in the older age group faced with 
a long illness, the cost of which 
would deplete their life savings. 
There were reports during the 
year of Blue Cross plans and in- 
surance companies extending 
coverage to the retired aged who 
do not belong to Blue Cross plans 
or are covered by other kinds of 


health insurance. | 
The Canadian Program—Canada’s 


National Insurance Program came 


under considerable scrutiny both in 
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let an ACA man 
change your accounts 
receivable into 


operating capital 


~~ This gentleman is an ACA 
an | collector. When people forget to pay 
a ry your bills or ignore your letters, 
| he will take over for you. 

And always remember, your good 
name is his first consideration. 
He is a master craftsman 
skilled in the art of 
dealing with people. 

Most large businesses carry 
insurance to cover bad 
debts, but many hospitals 
have only their own. 
facilities to deal with 
reams of unpaid bills. 
Start balancing your 
hospital’s expenses with 
a larger income. Call in 
an ethical ACA 
collector—his services 
cost you nothing unless 
bills are collected. 
There are ACA 
offices serving 8,000 
communities in all 
48 states, Canada, 
Alaska, and 
Hawaii. For full 
information 

write this office—or 
look for the name of 
your ACA member 
collection agency in 
your telephone directory, 
or write for complete 
information to: 


AMERICAN 
COLLECTORS 
ASSOCIATION inc. 


5011 Ewing Avenue S., Minneapolis 10, Minn. 


International Association of 
Ethical Collection Agencies” 
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IMPORTAND 


NATIONAL’S expert analysis can supply 


the answers and create a fund-raising 
campaign designed to your objectives. 
With professional guidance, sound 
planning and dynamic leadership you 
can obtain the capital-funds you need 
for your hospital. 


NATIONAL’S dignified and efficient cam- 


paigns result in lasting effects of sup- 
port, goodwill and unity of purpose. 


NATIONAL i; your answer to a bigger, 


better hospital. Let us tell you about 
it. .. no obligation, of course! 


Write or call any of National’s five offices 
| for a prompt response. A list of clients is. 
available for you to check on their satisfac- 


— = tion of National’s fund-raising service. 


NATIONAL - Raising Services, | 


82 Wall Street, New York @ 600 S. Michigan, 
Chicago @ 1001 Russ Building, San Francisco e 
1616 Fulton Nat'l. Bank idg., Atlanta e 
Ridgiea State Bank Bidg., Fort Worth 
621 Adolphus Tower, Dallas 
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EACH UNIT SURFACED 
INSIDE AND OUTSIDE WITH 


NEVAMAR 


HIGH-PRESSURE LAMINATES 


The NEVAMAR surfaces on every Symmetry unit 
create hospital cleanliness plus carefree beauty. 
This super-hard surface will not dent, chip or 
crack in normal use. Its resistance to heat, mois- 
ture and stains permits the use of strong disin- 
fectants normally banned from use on furniture, 
i.e., ether, alcohol, bleach, hydrogen peroxide, 
detergents and Lysol. It is unharmed by fruit juice, 
nail polish, ink or boiling water. A NEVAMAR ee 
surface never needs refinishing, virtually elimi- a5 
nates maintenance problems. 
SEE OUR EXHIBIT 
TRI-STATE HOSPITAL 
ASSEMBLY, Chicago 
April 27, 28, 29 
PALMER HOUSE 
ROOM 751 


€S'IGNES 
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_ A Revolutionary Concept — 
in Unit Design 


Modern, versatile and invitingly handsome, 
SYMMETRY is produced in a series of basic 
units to create limitless combinations for 
complete freedom in room planning and 
design. The three basic units are 29-inches 
high. The smallest unit is 18-inches’square. __ 
The second unit is 18-inches by 24-inches 
and the third unit is 18-inches by 36-inches. 
With these units and their variations, addi- 

tional top sizes for unit multiplication, foyr 

and six-drawer chests, chairs, SYMMETRY 
beds and accessories, complete arrange- — 
ments can be created for rooms of any size. 


e SYMMETRY combines clean, modern styling with preci- 
sion-engineered construction. Built by skilled craftsmen, 
utilizing the most modern facilities and finest materials. 
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Canada and in the United States. 
Only the province of Quebec in 
1958 failed to take steps to imple- 
ment the national insurance pro- 
gram, with the result that only the 
Quebec Blue Cross plan continues 
to maintain its original compre- 
hensive program. During the year, 
the hospital literature gave con- 
siderable attention to the change 
in the Canadian insurance program 
and its effect on hospitals in Canada 
and in the United States. 

Public Representation—The ques- 
tion of public representation on 
the boards of Blue Cross plans 
and of hospitals came to the fore 
during the year. A number of 
government officials, acting on the 
premise that they represented the 
general public, attempted to place 
limits on hospital reimbursement. 
While the steps they were success- 
ful in taking were not great when 
measured in dollars, a line of 
thinking was opened up, which if 
vigorously pursued by government 
officials in the future, may succeed 
-in changing the whole character 


MEWS 


- LETTER 


INTRODUCTION 


WITH hospital 
publics is synonymous with 
other basic concepts of adminis- 
tration. Whether a small hospital 
in a rural area has a public rela- 
tions department is not important, 
but the tone of relationships with 
patients, employees, news agen- 
Donald R. Newkirk is assistant administra- 


tor, Memorial Hospital of Sandusky County, 
Fremont, Ohio. 
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of the voluntary hospital system. 
Such slight steps as were taken 
during the year provide a warning 
to hospitals that if they are to 
maintain their autonomy in order 
to provide a high quality of care, 
they should take public officials 
into their confidence in order to 
provide them with a full under- 
standing of the nature of hospital 
services. 1958 was a year in which 
Blue Cross plans, health insurance 
and hospitals were put on notice 
by public scrutiny that the health 
dollar should be spent as economi- 
cally and effectively as possible. 


1. Blasingame, F. J. L. American Medi- 
cal Association's position on health in- 
surance for the ag Am.J.Nurs. 
58:1273-4 Sept. 1958. 

2. Taylor, M. G. Canada’s national hos- 

“my insurance program: what it is, 

ow it is implemented, how it affects 

a HOSPITALS, J.A.H.A. 32:43 Oct. 

. 1958; Hatcher, G. H. how aA 

gram developed 32:45-8 Oct. 1, 1958. 
acLean, B. C. ‘aaa for the public. 

(Ed.) Hosp Mgt. 86:18 Nov. 1958. 

4. Cameron W. Hospital insurance 
pattern in Canada. Canad.J.Pub.Health 
49 :317-22 — 1958. 

5. Hospitals defend Blue Cross in grand 
ury investigation in South Carolina. 

OSPITALS, J.A.H.A. 32:102 Nov. 1, 1958. 

6. DeMuth, W. E. Jr. Influence of in- 
surance benefits on psychiatric diag- 


cies, doctors, and other groups af- 
fecting hospital operation are vi- 
tally important to every hospital. 
Depending on the hospital’s size 
and complexity of operation, a 
professional public relations staff 
may be a necessity and a godsend, 
but the basic and fundamental 
selling job by the administrator 
and his staff can be a tremen- 
dously effective force for any hos- 
pital, regardless of size. 


nosis. Pa.M.J. 61:1092-3 Aug. 1958. 

7. Roemer, M. I. Influence of prepaid 
physician's service on hospital utili- 
zation. J.a.H.A. 32:48-52 Oct. 
16, 1958. 

8. Bugbee, G. Key to preserving the 
voluntary health insurance principle 
lies in finding some way of —— 
the non-group population. Mod.Hosp. 
91:82 July 1958. 

9. Medical care several, (Symp.) J.M.- 
S.N.J. 55:618-31 Nov. 1958. _ - 

10. Polner, W. New experiments to pro- 
vide voluntary heaith insurance tor 
retired persons. J.A.M.A._ 168:194-6 
Sept. 13, 1958. 

ll. Terrell, T. Only be working together; 
president's address. HOSPITALS, J.A.H.A. 
32:40 Sept. 1, 1958. 

12. Pennsylvania Blue Cross adjudication 
held unconstitutional in appeal by hos- 

itals. Mod.H . 91:50 Aug. 1958 

13. acLean, B. C. Public moves in on 
ney Cross. Mod.Hosp. 91:81-4 July 
1958. 

14. Becker, H. Public's stake in heal*h 
insurance. Nurs.Outlook 6:394-6 Jui) 
1958. 

15. Rate increase hearings end in Mary- 
land. Hosprta.s, J.A.H.A.. 32:102-3 July 1 


16. Follmann, J. F. Jr. Surprising growth 
of voluntary health insurance in Great 
Britain. J.A.M.A. 168:1641-5 Nov. 22, 


1958. 

17. Lindsey, J. R. They tried to lower 
their Blue Shield income ceiling. Med. 
Econ. Dec. 

18. McDonald, D. J. United Steel Workers’ 
health lan. Philadelphia Medicine 
54:1211 t. 31, 1958. Also in Public 
Health Economics 15:591-6 Dec. 1958 

19. MacRae, D: M. Using hospital re- 
sources effectively to maintain high 
quality patient care under a hospital 
insurance program: medical aspects; 
Gass, F. necessary nursing; MacIntosh, 
O. C. laboratory and radiological serv- 
ices; Piercey, W. D. hospital adminis- 
tration. Canad.Hosp. 35:39 Nov. 1958. 

20. Whitehall, A. V. What do current Blue 
Cross troubles mean to industry. a 
Mgt. 86:47 Nov. 1958. 


ANNUAL 
ADMINISTRATIVE 
REVIEWS 


PUBLIC 
RELATIONS 


© New professional 
approach noted 


°* Employee seen as 
im portant ‘public’ 


Community relations 
projects described 


by DONALD R. NEWKIRK 


Public relations programs are 
no longer the stepchildren of or- 
ganization charts, although one 
gets the distinct impression from 
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Dress rehearsal 


The scene looks ordinary—a patient, a physician’s office. But there is a difference. 
Here, under rigidly controlled and guarded conditions, a child with a history 

of rheumatic fever is taking part in mass trials of a promising new drug— 

not yet available for prescription. 


The observer at the left is Edward F. Roberts, M.D., Ph.D., a physician inthe —_ 
service of physicians. As Director of Clinical Investigation for Wyeth, he has called 
on the clinician for facts. Has the compound protected this patient and others 

in the series from rheumatic activation? Is the drug suitable for long-term use?. 
What are the reports on untoward reactions? 


Whatever he learns, Dr. Roberts is certain of this: Before a compound becomes a 
prescription drug, it must prove itself in many such trials throughout the country. 


Right now, Dr. Roberts can turn to an abundance of facts revealed by laboratory and 
animal investigation. He knows the results of extensive studies by scientists in the 
Wyeth Institute for Medical Research. He has their reports on animal 

pharmacology and toxicology. He knows what was learned there about the prolonged 
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antistreptococcal activity of the compound. But he also knows that no drug can 
serve medical practice on in vitro and animal evidence alone. Actual use in selected 


human patients is indispensable. 


These clinical trials have already provided Dr. Roberts with encouraging clues. 
His guarded comment is, *‘Wait for the full results.”” Afterward other requirements 
must be met before the agent is ready for the profession. It is a matter of law 

that no house can market a drug until all the findings have been reviewed by 

the Food and Drug Administration of the Federal government. But even after 
marketing, the studies will not stop. Like the other physicians of Wyeth’s Medical 
Division, Dr. Roberts continuously explores new areas of use as an obligation 

to medical practice. 


The purpose of clinical trials is to surround pharmaceutical discoveries with 


experience and every safeguard. In doing this, Dr. Roberts’ efforts and those of his | 
associates, at Wyeth, in medical practice, in government, lead to better and safer Sf : 


drugs at the service of physicians. . Philadelphia 1, Pa. 
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talking with some hospital public 
relations directors that they are 
still faced with the problem of 
justifying their existence in the 
budget. The preponderance of pub- 
lished material in 1958 indicates, 
to the contrary, a systematic, me- 
thodical analysis of hospital pub- 
lics, solution of problems dealing 
with these publics, and techniques 
for effective communication with 
hospital publics. 

In 1958 publications there was a 
lack of attempt at primary educa- 
tion in the field of hospital public 
relations ... very little of the old 
and well-worn “PR is more than 
newspaper publicity’’. Projects and 
programs that were reported 
showed professional approach by 
administrators as well as PR di- 
rectors, and exhibited a true un- 
derstanding of public relations 
activities by administrative per- 
sonnel in all departments and ev- 
ery size hospital. 

The scope of public relations ac- 
tivities reported by individual hos- 
pitals is wide and varied. One 
hospital hosted 30,000 open-house 
visitors in a single day;! another 
hospital started a simple and ef- 
fective employee publication for 
evening and night shifts.2 Large 
or small, each project and each 
program helps define a common 
objective: effective and honest 
communication with each hospital 
public. 


CURRENT PRACTICES . 


For purposes of organization and 
clarity reference materials in the 
field of public relations have been 
classified into specific hospital pub- 
lics and will be reviewed in this 
manner. In addition to material 
concerning particular publics, there 
has been much written on over-all 
public relations concepts and prac- 
‘tice and this will be reviewed sep- 
arately as ‘“‘general comments”. 

The Patient—Patients write about 
hospitals and hospitals write about 
patients; the opinions and theories 
concerning patient relations get 
the full treatment. Printed ma- 
terials are a device designed to 
talk for the hospital and take 
many forms. Attractive tray cards 
announcing a hospital anniversary 
were used by one hospital.* An- 
other hospital used a tray leaflet 
with the “Pardon Us” theme to 
explain away the inconvenience of 
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personal 


a building program,* and _ the 
method of producing a daily news- 
paper for distribution via the tray 
is outlined.5 There is nothing par- 
ticularly original about tray cards, 
but the idea represents a printed 
medium adaptable to any hospital. 
® Another inexpensive device is 
the letter to prospective patients® 
explaining routine procedures and 
sometimes enclosing a pre-admis- 
sion form. Some printed materials 
distributed to patients on admis- 
sion approach the facts about 
hospitalization in a humorous 
manner;? others contend that hos- 
pitalization is no kidding matter 
and distribute a more formal type 
of booklet or folder. One hospital 
distributes to new patients a three- 
page folder with 12 or 13 publi- 
cations inside, giving information 
about hospital finance, general pa- 
tient information, chaplain serv- 
ice, television rental, ordering from 
the menu, school of nursing and 
the hospital rehabilitation unit.® 

@ Easy to read, cheerful and 
colorful inpatient instruction and 
information cards have been used 
in hospitals for several years. This 
material, designed to explain hos- 
pital procedures, may now be pur- 
chased from aé_ hospital supply 
house. 

@ In addition to publications de- 
signed to improve hospital-patient 
communications, hospitals are 
gearing individual departments to 
the patient relations concept. 
Nurse-patient relationships are 
discussed from several viewpoints: 
the patient’s emotional needs,}!0.11 
the handling of patients with spe- 
cific ailments,!2.13.14 and general 
advice on the subject.15.16 

Dietitians are contributing 
more frequently to the patient 
relations concepts in their efforts 
to bolster patient morale by im- 
proving the appearance and qual- 
ity of their product!” and through 
contacts.!8 The house- 
keeper!’ and all other departments 
also have well defined roles in 
selling the hospital to patients. 

@®The full-time “hostess” idea 
appeared in print as a suggestion? 
and as a factual report of the ac- 
tivities of a person hired as a 
‘“patient-relations girl.’’?! This per- 
son is not a PR director or social 


service employee with duties that 


include visiting patients; her only 
job is to visit patients and do the 


little things which are not cate- 
gorized or identified under any 
other department. She makes 
phone calls, shops, writes letters, 
reports to families of patients 
while the patient is in surgery and 
postanesthesia rooms, and does the 
other small tasks of great impor- 
tance to the sick person. 

® Communications with the pa- 
tient works two ways. What do 
patients say about the hospital? 
A doctor has reported2? that he 
feels his patients hesitate to com- 
plain for fear their complaints will 
affect his medical care. Then, on 
discharge, the patient offers pro- 
fuse thanks to everyone for a 
“wonderful” stay, and once set- 
tled comfortably at home will tell 
about his recent hospital visit 
as if he had spent the last few 
days on Devil’s Island. Another 
patient writes? about lack 
of common courtesy in “his” hos- 
pital, and criticizes the lack of 
hospital-patient communication. 
Such vilification is not due a large 
percentage of hospitals, but the 
criticisms serve to show what im- 
pressions can develop in the pa- 
tient’s mind. Contrary to adverse 
criticism, patients also say and 
write nice things about hospitals. 
An example is a letter to a hos- 
pital administrator written by 
Quentin Reynolds.*4 It is more than 
the “grateful patient’ reaction; it 
describes the fine attitude of an 
entire hospital. A rabbi in Chicago 
delivered a sermon about his hos- 
pital stay25 and his glowing ac- 
count was a direct opposite of the 
“Devil’s Island”’ theory. 

@ The patient opinion poll ac- 
quired its usual amount of publi- 
cation space in 1958. The validity 
of this highly technical and com- 
plicated tool, the application to 
which it is put once the validity 
is established, and the inherent 
“human element” all go into ar- 
guments for and against its use.26 
More than 1500 people were asked, 


during a survey of metropolitan 


and suburban New York City, to 
recall pleasant and unpleasant 
memories about hospitals.27 The 
answers to both questions did not 
concern miracle drugs or scientific 
skills, but recalled the friendly or 
unfriendly, cheerful or unkind per- 


sonal treatment of patients.78 


The Hospital Empleyee—The quicker 
the employee realizes that he is 
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rs ER atowing months of an intensive research and de- 


velopment program, Pelton & Crane announces the 
new PEL-SONIC WASHER & DRYER for hospital use 
... at a fraction of the cost of similar equipment. 


With the PEL-SONIC WASHER & DRYER, small uten- 
sils, instruments, glassware become microscopically 
clean, ready for sterilization in just minutes. Ultra- 
sonic energy is generated by passing alternating cur- 
rent through-transducers of barium titanate, which 
then direct sound waves into the liquid detergent 
bath. No water cooling is required, hence no plumb- 
ing connection... and no special wiring. As sound 
waves travel through the solution, cavitation sets in, 
literally cleaning contaminated areas with fierce, 
agitated action... yet ultrasonic action is completely 
gentle and safe, even to the most delicate surfaces. 
And instruments emerge spotless... stainless. 


The PEL-SONIC WASHER & DRYER save you space. 
Made of stainless steel, each unit measures a com- 
pact 18 x 21” — completely portable, ready for use 
anywhere throughout the hospital. The instrument 


THE 


USE THE COUPON BELOW FOR FREE DESCRIPTIVE LITERATUR 


basket is roomy enough to hold more than 100 instru- 
ments at a time... including sponge forceps, hemo- 
stats, needle forceps, syringes. 


Anyone can learn the easy-to-operate controls quick- 
ly. Add one ounce of PEL-SOL SURGICAL DETERGENT 
to a gallon of water, turn on switch, insert basket and 
set the automatic timer... from 5 to 10 minutes, de- 
pending on the degree of contamination. 


For continuous best results, always use PEL-SOL, a 


guaranteed blood and pus solvent, the recommended 
detergent for the PEL-SONIC WASHER & DRYER. 
PEL-SOL solution is reusable — for repeated cleanings. 
You change it manually, only when the solution 
becomes cloudy. Order it from your surgical supply 
dealer. A TIME, MONEY & LABOR SAVING ADVANCE! 


The PEL-SONIC WASHER & DRYER belong in all mod- 
ern hospitals. They will pay for themselves in a few 
weeks in extra time available to personnel. 


2 


E OR A DEMONSTRATION 


$ THE PELTON & CRANE COMPANY ° 

$ Charlotte 3, North Carolina, Dept. H : 

$ 1 am interested in the new PEL-SONIC WASHER & DRYER. > 

>< © Please send me descriptive material. 4 

: e Please have your representative phone for an appointment * 
COMPANY NAME (HOSPITAL)... : 
Charlotte 3, North Carolina © PERSON TO PHONE... 
Professional equipment since 1900 ADDRESS 

: 
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one of the most important publics 
in the hospital, the more success- 
ful the hospital public relations 
program will be. Much notable 
writing was done in this field dur- 
ing 1958, both in the general sub- 
ject of employee relations?9,30.31 
and in the dealing with individual 
departmental problems. It is prob- 
ably true that most employees 
want to, and do, feel a sense of 
identity with the hospital. They 
are embarrassed if they hear 
something against it or if they are 
asked a simple question about the 
hospital which they cannot answer 
intelligently. But their courage to 
defend, or at least explain, the 
“other side” falters hopelessly 
when they do not have basic facts 
to bolster their confidence.%2 

A program placing major em- 
_ phasis on the employee’s role in 
public relations, directed entirely 
at the employee, was developed 
and offered to 290 hospitals for use 
in their personnel education pro- 
grams.33 The wide utilization of 


this attractive series of publica-— 


tions using a “You the Ambassa- 
dor” theme has established it as a 
successful medium. Printed ma- 
terial in the form of employee 
handbooks may also be a fine tool 
for turning out well-oriented em- 
ployees. Both the theory and me- 
chanical production of such a book 
are very well outlined®™ by an 
author who also gives the reader 
“ten tips for preparing an em- 
ployee handbook.” 

The awareness of the role of 
each department as public rela- 
tions representatives is evidenced 
by the advice offered pharma- 
cists,35 physical therapists,36 med- 


ical records librarians,37 house-— 


keepers,*8 and others to “learn the 
facts about your hospital and pass 
it on to the community.” 

The Community—Whether large or 
small, urban or rural, a commu- 
nity has an opinion about its hos- 
pitals. This is an over-all, miscel- 
laneous impression, influenced to 
some extent by other hospital pub- 
lics but still external in its view- 
point. It is the specific techniques 
for communicating with and in- 
fluencing the “‘general public” that 
will be discussed here. 

It is fine for the administrator 
to sit back and say, ‘‘We like our 
community and our community 
likes us,” but community relations 
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are more than a mutual admira-— 


tion society. People have to be 
shown. To feel confidence and 
pride in their hospital they must 
be subjected to stimuli other than 
“good service.” How do you get 
across to the community that their 
hospital is a health center, de- 
voted to care of every sick person 
who comes to its door, day and 
night . . . every day and every 
night? The application of princi- 
ples discussed in conjunction with 
the other publics’ patients, news 
media, employees, of course, apply 
less specifically, but no less im- 
portantly, to the community as a 
whole. Then there are community 
projects, magnanimous in their 
effect if handled properly. The 
open house which brought 30,000 
visitors to a hospital in one day 
has been mentioned.39 Hospital 
auxiliaries in another hospital con- 
duct programs for small groups of 
visitors, on a regular schedule, 
every Wednesday at 2 p.m.4 

@ Fairs and home shows have 
been developing as a medium for 
communicating with the hospital 
community. Hospitals have liter- 
ally moved a piece of their oper- 
ation to the fair so that a segment 
of the public could view first hand, 
full dimension, the complexities of 
the hospital.41 The fair idea was 
used by another hospital to great 
advantage by converting a large 
room in the hospital into an ex- 
hibit hall and setting up booths, 
“fair” fashion, to display some 22 
phases of hospital operation.*2 “A 
Community Salutes Its Hospital’”’ 
was the theme of a full-scale 50th 
anniversary celebration which con- 
tinued almost a month and ended 
on the exact date of the hospital’s 
founding.*§ 

@ Other public relations efforts 
aimed at the community as a whole 
are the doctor’s speakers bureau,“ 
the direct mail campaign,® and 
the “community center” concept.*® 
Hospital statistics may be pre- 
sented to the community in an 
interesting and informative man- 
ner, using several techniques.*? 

Newspaper-Television-Radio—In the 
foregoing discussion of mass com- 
munication, the newspaper, tele- 
vision and radio were purposely 
omitted so that they could be ex- 
amined in relation to the special 
problems they may present to the 
hospital administrator: Material 


written during 1958 produced the 
usual “choosing up sides’’ with the 
administrator stating his view- 
point and the “editor” giving his 
side.#® The authors state basic con- 
cepts of getting along with news 
agencies: officially designate a 
spokesman for the hospital, and 
alternates when this spokesman is 
off duty; don’t lie to reporters; and 
see that all concerned agree on a 
press code,*? then stick to it. 

The advantages of complete 
frankness in dealing with report- 
ers are apparent and numerous, 


_but the confidence which inspires 


such frankness is built brick by 
brick, with good working relations 
between the hospital- and news 
agency. Good working relations 
mean complete understanding of 
the preblems on each side of the 
fence and are best tested in the 
treatment of “‘bad news’”’ from the 
hospital.5! 

More specific press relations is- 
sues must be treated with equal 
care and understanding. There is 
some indication that nurses*? and 
doctors53.54 are now fully aware of 
the fact that medicine is no longer 
sacrosanct and, that in this health- 
conscious nation, people are going 
to continue to be interested in all 
phases of medical care. A potential 
problem, the celebrity admission, 
may be well organized55 from the 
public relations standpoint to turn 
an administrator’s headache into a 
windfall of good will toward the 
hospital. In due respect to the 
press and in fairness to the pa- 
tient, a delicate balance between 
patient privacy and the “human 
interest” must always be main- 
tained. 

Other Publics—Auxiliaries and 
volunteers represent one of the 
most influential publics which op- 
erate for the hospital. Husbands, 
children, social clubs, schools and 
churches are just a few of the 
many groups which are interre- 
lated with the average auxiliary 
membership. Auxilians are truly 
“a bridge between the hospital and 
the community.’’56.57 

The patient’s visitor could be 
classed as a unique public in the 
respect that this person obtains a 
view of the hospital which he 
would not normally acquire as a 
member of some other group al- 
ready discussed. He’s not sick, so 
he’s not personally on the receiv- 
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for All Hospital Textiles . . . 


BATHMATS 
BASSINET LINERS 

pods 

padding 
BEDSPREADS 
BLANKETS 

Bath 


CURTAINS 
curtain material 


DRAPERY MATERIAL 
LAUNDRY FELT 
LINEN MARKERS 
MATTRESS COVERS 
PIECE GOODS 
white and colored 
PLLOWS 
PILLOW CASES 
PLLOW COVERS 


SHOWER CURTAINS 


SHEETS 
BED 
CRIB 
bleached 
unbleached 
percole 
contour 
SHEETING 
bleached 
unbleached 
jade green. 
TAPE 
TABLE LINENS 
tablecloths 
napkins 
tray covers 
TICKING 
TOWELS 
terry 
huck 
absorbent 
kitchen 
name woven 
TOWELING 
UTILITY FABRICS. 
drill 
twill 
duck 
WASH CLOTHS 


ab Up. 


2 
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Whatever your needs—from a wash cloth to a boit of drapery 
material—Carolina has it or can get it. Your textile problems are 
our business. 

More important, Carolina has in stock a complete selection of 
grades—from service weights to luxury items, unbleached muslin to 
percale—to meet your individual requirements, and your budget! 

A Carolina representative will be glad to show you samples, help 
you in any possible way. 

Send for a complete Carolina catalog if you do not have one readily 
available—14-page section on textiles included. 


IMPORTANT: Carolina carries only branded merchandise—your guarantee of 


dependable uniformity. High tensile strength, long wearing characteristics 
are inherent in products bearing the maker's own name. 


Carolina Absorbent Gotton Co. 


| (Division of Barnhardt Mig. Co.) 
CHARLOTTE 1, NORTH CAROLINA 
quality products of cotton| since 1900 
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You Can See and 
Feel the Difference! 


| 


See the smooth finish of these Carolab cotton balls. 


feel the firmness, too. This is virgin long-staple cotton, 
carefully spun so that there are no nibs, no loose 
wispy ends. Carolab cotton balls are soft, yet with 


proper density for greater absorbency. 


- There is a complete range of sizes—five to 
meet every need in the hospital... from 
nursery to accident ward, from pharmacy to 


blood bank and laboratories. 


Carolab cotton balls are economical, too. They 
replace sponges in many hospital procedures 
to provide improved technic as well as lower 
cost. You will find Carolab is truly a better 


ball at a lower price. 


) ned here Groe 


super 2000 per case 

special 2000 special is same size as large 
large 2000, 4000 but is almost twice as dense 
medium 4000, 8000 

small 8000 


rayon balls also available in the four larger sizes; same packing 


and price. 


On request, a large sample case of the complete line 
of Carolah surgical dressings will be delivered 
for ispection by OR, OB and CRS supervisors, 
purchasing agent or business manager, and other 
interested hospital Personne i, 


CAROLINA ABSORBENT COTTON co. 


(Division of Barnharat Mfg. Co.. 


"Charlotte 1, North Carolina 
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ing end of medical care, yet he 
observes hospital operation at close 
range, perhaps with a critical eye. 
More and better communications 
is the plea of one new father to 
save the hospital poor public re- 
action. Hospitals are going to great 
lengths to favorably impress vis- 
itors with baby sitting service, 
television rooms,°*? guest trays, and 
publications. 

The purchasing department, or 
person to whom purchasing re- 
sponsibilities are delegated, serve 
internal hospital publics in the 
role of an employee, but also serve 
an external public, the salesman, 
as the sole representative of the 
hospital. Salesmen carry news, 
and reputations, faster than West- 
ern Union; and an individual hos- 
pital is judged by a vendor on 
courtesy, promptness of _inter- 
views, payment of bills as speci- 
fied, and ethical buying practices 
of the purchasing agent.® 

General Comments—lIt is difficult 
to measure the quality and degree 
of public acceptance and any eval- 
uation is at best, indefinite. Public 
relations check lists can be an in- 
teresting way to help an admin- 
istrator take stock of his relations 
with his publics.®!.62 Check lists 
will not reveal the genuine in- 
terest and good feeling of the 
community toward its hospital, 
but they will serve notice on the 
administrator if he’s dragging his 
feet in certain areas. 

Perhaps it would not be cliché 
to suggest a plaque for the wall 
of every hospital public relations 
office, whether it is the adminis- 
trator’s office or that of the pr 
director. This plaque might start 
something like this .. . “Do unto 
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ACROSTIC 
ON WORK SIMPLIFICATION 


by MAX J. CHAPMAN 


WA elcomes and develops ideas for 
improvement. 
Otters a systematic way to do 
better and easier work. 
educes waste of manhowuwrs, 
money, and material. 
K ceps costs down: effectiveness 
up. 


4 ells itself by results 
achieved. , 
nstilis the habit of creative 
thinking. 
akes use of charting 
techniques if needed. 
PP laces the right tools in the 
right hands. 
L eads people to work smarter: 
not harder. 
mproves work flow and 
distribution. 
osters the questioning 
attitude. 
nvites cooperation through 
consultation with others. 
uts down “make ready" and 
“put away” time. 
A dapts itself to small or 
large operations. 
T eaches efficiency in motion and 
_ effort. 
ncreases supervisors’ 
**know-how.”’ 


Oren: the door to advancement. 


Wi ceeds continued active support 
of top management. 


Max J. Chapman is work simpli- 
fication coordinator for the depart- 
ment of medicine and surgery, 
Veterans Administration, Washing- 
ton, D.C 
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now...health at the bedside 


1. BACTERIOLOGY of the sepstpe Carare, Walter, C. A., Rubenstein, A. D., Kundsin, R. B., 
Shilkret, M. A.: New England J. Med. 259: 1198-1202, Dec. 8, 1958 | 


Vollrath STAINLESS STEEL 
HYGIENIC BEDSIDE PITCHERS 


e Easy to sterilize at high heat for maximum aseosis 
e Easy to autoclave at any required temperature 


| e Wide-mouthed—easy to reach into for any cleaning 
I procedure—easy to see into for visual inspection 
e Smooth and seamless—no crevices to hold dirt or 
bacteria residue 
@ Unbreakable, virtually indestructible 


Every recommendation of hospital investigators for bedside 
carafes that will safeguard the health of patients is fully 
met by these (and other) Vollrath stainless steel pitchers 
and beverage servers. Of deep drawn, seamless stainless 
steel, they can be sterilized by any approved aseptic 
method—steam or long-boiling—at any heat or time period 
required. Jnsulated pieces will keep bedside water and 
juices cold for hours, reducing the need for ice, 

a possible source of contamination. 


From every point of view—asepsis, efficiency, and long-term 
economy — Vollrath stainless steel ware is your best buy. 


THE NEW VOLLRATH FULL LINE CATALOG (No. a should be on your desk. 
If you do not have a copy, write for one today. 


| new insulated 

JUGS BEDSIDE PITCHER 

8211—1-quart Holds temperature constant for hours. 

8221—Cover Heavy gauge stainless steel body, lining 
8212—2-quart and cover. Unbreakable. Handle shaped 

id , for easy pouring. Holds 1 quart. 8132 | 
WIDE-MOUTHED 
for any cleaning method 


THE VOLLRATH COMPANY Sheboygan, Wisconsin + Sales offices: New York, Chicago, Los Angeles 
first in stainless steel and enameled steel utensils for hospitals 
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INTRODUCTION 


1956 appeal that ‘“pur- 
chasing is important’’, to- 
gether with the 1957 exhortation 
that “purchasing is a profession”, 
still dominate the thinking of those 
sufficiently concerned with hospi- 
tal purchasing to write about it in 
1958. A review of the 1958 litera- 
ture reveals a new aspect prevading 
much of it: a heedfulness of the 
mechanics by which purchasing 
agents can raise themselves to a 
somewhat higher professional] sta- 
tus. 

To a much greater degree than 
in prior years, the literature has 
delineated the approaches to pro- 
fessionalism. Attention is paid to 
an ethical standard and there is 
an awareness that purchasing 
agents must be “members of a 
management team”. The purchas- 
ing agent must concern himself 
with the need for the item, with 
the production situation, and with 
the process, the methods and the 
uses that the item must serve. He 
must be aware of his relationships 
with other department heads, with 
the community through the people 
he contacts, and, most important, 
with the patient. 


2 Mark Berke is director of Mount Zion 
Hospital and Medical Center, San Fran- 
cisco. 
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PURCHASING 


ANNUAL 
ADMINISTRATIVE 
REVIEWS 


® Creative side of purchasing needs development 


° Materials must be related to procedures 


® Standards important for all items 


by MARK BERKE 


No one should be critical of this 
collective desire to elevate the 
status of a particular job to that 
of a profession, and the attempt 
to define the elements, both poten- 
tial and present, of purchasing is 
certainly commendable. However, 
this effort, in some respects, is 
quite contradictory and some of 
the literature demonstrates this 
contradiction. 


CURRENT PRACTICES 


The general criticism of 1957 is 
still valid in that the writings are 
largely expansive and generalized. 
In a field whose concern is basi- 
cally one of detail, the writings 
are so unspecified and impractical 
that they tend to be dull and 
pedantic. 

In general, the discussions center 
about the following points: 

1. The finding of efficient and 


economical methods of stock 
and inventory control. 

2. The need for specifications, 
standardization and localized 
research. 

3. The purchasing agents’ rela- 
tionships with other depart- 
ments. 

4. The relationship with vendors 
and salesmen. 

5. The need for “value” analy- 
sis. 

6. General purchasing philoso- 
phy and the “ethical” ap- 
proach. 

In all of these areas the novice 
would have difficulty discovering 
sufficient practical information to 
develop any added skill. Never- 
theless, despite the general ap- 
proach most of the writers favor, 
there were a number of articles 
that provided specific information 
about specific subjects. 
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OR ANYWHERE AT ALL 


the Paumanomeler 


...for every service 
in the busy hospital 


Because the Baumanometer alone 
carries a perpetual guarantee for per- 
fect accuracy . . . because it offers 
you the widest selection of models 
(each designed for your specialized 
needs) . . . because it is durably con- 
structed for a lifetime of constant use 
... the Baumanometer is the sensible, 
logical choice for economical stand- 
ardization throughout the hospital. 
Your nearby Baumanometer dealer 
will be glad to show you the many 
fine points of craftsmanship that have 
established the Baumanometer as the 
world standard for bloodpressure. 


everyone respects 
the pursuit of accuracy 


... use the 


W. A. BAUM CO. INC. 
Copiague, Long Island, New York 


S.A. 1821 
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For example, the removal of the 


tax barrier to group purchasing 


and a summary of the test case 
decision and its present and po- 
tential effect upon centralized hos- 
pital activities was the subject of 
one article.! Another writer set 
forth a great deal of information 
regarding contracts and forms of 
legal relationships—an area _ in 
which the purchasing agent is fre- 
quently involved and in frequent 
need of counsel.? 

A sizable number of articles 
covered subjects as diverse as 
quality standards for wood furni- 
ture? to understanding the terms 
used in labeling electrical appli- 
ances.* Also, articles about how to 
buy everything from foodstuffs5 to 
surgical instruments® set forth 
much information of value to the 
“serious buyer’’.? 

Role in Administration—The sic nif- 
icant and relatively new aspect to 
this year’s writing has to do with 
the need for purchasing agents to 
develop into useful members of 
the ‘administrative team’. The 
ideal function of the good pur- 
chasing agent, it said, is that of a 
consultant; but there is a disparity 
of opinion about how he is to full- 
fill this function. One version is 
that he should consult with de- 
partment heads,’ another is that 
department heads should consult 
with him,’ and another claims that 
he should counsel administration 
on the relationship of materials to 
the function of departments.!° 

Exercising the reviewer's li- 
cense, the development of this con- 
fusion can be traced in the follow- 
ing way: 

Every aspect of hospital opera- 
tion involves doing something. In 
the act of doing something, ma- 
terial is implied—one must do 
something to (or with) something. 
Therefore, since the things that 
everyone does something to or 
with are items that the purchasing 
agent procures or makes available, 
the purchasing agent naturally has 
a role in all the functions of the 
hospital. 

Since all action taken in hospi- 
tals requires or is implemented or 
originated by a physical commodi- 
ty, the purchasing agent should 
function as a resource person to 
the entire hospital. In this capa- 
city he becomes the “logical center 


for analysis of each depart- 
ment’’.!! A further point in the 
growth of this thinking is that all 
of these commodities cost money. 
Therefore, the purchasing agent’s 
significance is increased by the 
fact that he is at the center of 
hospital costs and that he has a 
direct responsibility for costs.! 

This summarizes, somewhat 
loosely perhaps, the purchasing 
agent’s claim for professional sta- 
tus, 

Relating Products to Purposes—A]l 
the discussion regarding the 
“value” of an item must neces- 
sarily involve what is done to it, 
when, how often, under what cir- 
cumstances, the end result desired 
and so forth. The good purchasing 
agent must concern himself about 
all these things in order to know 
value or else he must depend upon 
the word of others about what con- 
stitutes value. If he depends upon 
what others tell him to buy, then 
he becomes a buyer with no hope 
for professionai status end nis 
horizons become strictly limited. 

This, then, is the center of what 
is being written: buy what others 
request and be a buyer, or deter- 
mine the need by analysis of the 


use situation and be a member of 


the administration. 

There are certain practical con- 
siderations involved in accom- 
plishing the latter. First, there is 
more to the production situation 
than the materials involved. Fur- 
thermore, it is not so much the 
materials, but the way they relate 
to everything else that is impor- 
tant. The industrial engineer di- 
vides the production process (do- 
ing something) into five parts, 
whether the product of the activ- 
ity be healthy patients, waxed 
floors, clean dishes, filed papers or 
beef stew: 

1. the individual 

2. the equipment 

3. the product 

4. the process or order of 
operations 

5. the raw materials 

In short, a person, using certain 
tools and facilities makes or ac- 
complishes something by doing 
things to certain ingredients. The 
engineer also says that any change 
in the fifth item, for example, 
necessitates changes in the previ- 
ous four. One cannot change the 
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raw materials involved without 
changing the processes, the form 
of the product, the nature of the 
equipment needed and the nature 
of the work of the individual. 

In hospitals, when a method or 
procedure is established for some 
purpose, essentially what has been 
done is that the five parts as listed 
above have been specified; there- 
fore, it becomes necessary to 
“standardize and specify” the na- 
ture of the raw materials as well 
as the other phases of the proce- 
dure. To attempt to standardize or 
specify in an area where the 
methods are not firmly established 
is a waste of time, as any pur- 
chasing agent will testify, because 
the moment the other aspects of 
the production process change, 
then it is probable that a change 
will be required in the raw ma- 
terial in order to perform the 
function most efficiently. 

Obviously someone must work 
in this general area, wherein the 
materials used will be examined 
in their relationship to the methods 
and procedures employed. Some- 
one must also concern himself with 
the countless cost determinations 
that must be made. Someone has 
to say whether disposable needles 
in our situation are of greater 
value than conventional ones; 
whether we use an infant formula 
service or not; whether we pur- 


chase dehydrated mashed potatoes, 


the new accounting machine, mat- 
tresses, light bulbs, utensil 
washers, electric typewriters, mop 
handles, ad infinitum. Do these 
things have value for us or not? 
As is commonly agreed in the 


writings, it takes a great deal more | 


than government specifications and 
price comparisons to determine 
whether an item is worth the 
money.13.14 

Who Should Be Responsible?—So the 
question that remains for the fu- 
ture discussion is “Who is to do 
all this?” One writer claims that 
‘the purchasing agent is only as 
important as the information he 
reports to administration! and an- 
other says that the purchasing 
agent must be, above all else, a 
good buyer. 16.17 

More specifically, everyone 
seems to agree that salesmen are 
important and that the good pur- 
chasing agent will turn to them 
for information and attempt to 
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Now, for the first time, 


lamp mounted 
on a bedside 
cabinet (by Hill-Rom) 


ts the light right where you need it 


Here, for the first time, is a lamp placed where a hospital lamp 
should be placed—on the bedside cabinet within easy reach of the 
patient, yet out of the way of the nurse. This new Hill-Rom lamp is 
attached to the back side of the cabinet. It rolls on a track, so may be 
used on either side of the cabinet. It may also be moved entirely out of 
way when full access to the top of the cabinet is desired. 

A parabola shade inside the outer shade permits spotting the light 
when intensive light is needed for examination. Inverting the shade 
gives indirect light. The shade is ventilated—will never become hot. 
A convenience outlet permits plugging in any electric appliance used 
at the bedside. 


This lamp is completely approved by Underwriters’ Laboratories, Inc. 
as safe for hospital use. Complete information on request. 


HILL-ROM COMPANY, INC. « Batesville, indiana 
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SEND FOR FREE SAMPLES AND CATALOG. 


130 


a DOUBT !I 


MORE HOSPITALS ARE 
USING PRESCO’S IDENTI- 
FICATION BRACELETS 
ON BOTH MOTHER AND 
BABY! 

PRESCO’s sdentification system 
is especially designed to meet 
the requirements of the A.H.A. 
and American Academy of 
Pediatrics. 


The fastest, easiest method for 
positive patient identification! 
Made of soft, pliable, non-toxic 
plastic, in blue or pink. Snaps 
on with slight pressure. No 
tools needed! Conforms to 
baby’s wrist or ankle. 


PRESCO’s “Multiple Cere- 
mony” system provides identi- 
fication for mother and baby. 
PRESCO’s “Adult System’”’ 
also available for use in surgi- 
cal cases, blood transfusions, 
etc. 5 separate systems for every 
hospital need. 


*PAT. APPLIED FOR 


Presco 
Company,inc. 


make efficient use of both his own 
and the salesman’s time.!7-18 
Also, it is generally agreed that 


- standards and specifications for all 


purchase items are of the utmost 
importance. Some feel that the 
business of standardization should 
be approached slowly—that there 
is no point in establishing stand- 
ards if the use of the item is soon 
to change.!® One writer details a 
method for developing standards 
through use of the committee 
method, whereby regular meetings 
are held and the products and 
their uses reviewed.” | 
The need for research and test- 
ing forms the basis for several 
papers and one author lays out a 
practical approach to the testing 
of the new prodwcts.21 A number 
of articles discuss the relationship 
between storage space and econ- 
omy of purchasing in quantity, and 
perhaps much more should be said, 


both pro and con, on this subject.?? 


The significance of the purchas- 
ing agent in any meaningful dis- 
aster program is set forth in one 
discussion and his responsibilities 
in the development of such a pro- 
gram are fairly well delineated.23 

A number of articles demon- 
strate the use of forms in purchas- 
ing for both handling and routing 
merchandise and for stock and cost 
control purposes.4.25,26 

Several writers set forth mean- 
ingful methods the purchasing 
agent can use in reporting to ad- 
ministration and discuss the kind 
of information that management 
needs.27,28 

Centralization vs. Decentralization— 
The argument between centralized 
and decentralized purchasing goes 
on, although no one states directly 
that decentralization is_ totally 
good.2°.30,31 Handling of pharmacy 
purchases provides the only sig- 
nificant stumbling block to a truce, 
with the dietary department run- 
ning a close second. Obviously, no 
real and true-for-all-time decision 
about who should buy the food and 
pharmaceuticals can be made as 
long as there are differences in the 
individuals at the head of each de- 
partment. We are thus assured 
that the arguments will continue 
in like force in coming years. 

Considering all of the writings, 
it can be said that there is sub- 
stantial evidence that everyone in 
the hospital milieu has begun to 


demonstrate a growing awareness 
of the significant role that ma- 
terials play in hospital operation. 
This significance, it is fairly well 
agreed, goes far beyond the cost of 
the items and has to do with every 
facet and every individual involved 
in every hospital function. It re- 
mains, then, to develop the tech- 
niques for successfully relating the 
materials to the function. The re- 
sponsibility for doing so will fall 
to whoever best prepared, 
whether that person be the pur- 
chasing agent or some other mem- 
ber of the administration who is 
prepared to accept it. 
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REVIEWS 


ADMINISTRATIVE 


SAFETY 


° Hazards still flare up in the operating room 


® Safety institutes help prevent sure-fires 


© Recovery room hazards receive wider attention 


by HELEN WILLEMS 


INTRODUCTION 


HE HOSPITAL Literature Index 

for 1958 shows a decrease, 
rather than an increase, in the 
number of articles listed under the 
safety heading. However, it is en- 
couraging to note that safety, while 
not mentioned in the title and while 
obviously not the author’s objec- 
tive, is frequently incorporated as 
a natural part of the treatment of 
whatever topic is under discussion. 
Among the factors responsible for 
the increasing interest in safety, 
insurance is the one bearing the 


Helen Willems is hospital we. # con- 
sultant, National Safety Council, cago. 
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most weight.1!.2 As accidents 
mount, insurance premiums rise. 
Some hospitals with high accident 


records have had their insurance 


cancelled because the insurance 
companies will not carry the risk. 
The financial cost to the hospital 
because of accidents is not the only 
loss suffered by the hospital. There 
is also the loss of public confidence. 
Too frequently, reports of hospital 
accidents make sensational copy 


for the daily press and popular 


magazines. 

Another factor contributing to 
the heightened interest in safety is 
the emphasis placed upon it by the 
Joint Commission on Accreditation 
of Hospitals. Safety features such 


asi evacuation plans and fire drills 
are considered in the surveyal for 
accreditation. A third important 
factor is the increasing tendency 
on the part of the public to take 
legal action against hospitals. With 
immunity disappearing, the only 
defense the hospital has is to pro- 
tect itself with a sound, safety pro- 
gram. From the present trend, it 
would appear that the immunity 
still enjoyed by the hospitals in 
some states will disappear alto- 
gether.*5.6 These are the leading 
motives underlying the search for 
better safety measures. 


CURRENT PRACTICES 


Because insurance plays such an 


131 


— 
3 
4 
mage 
2 
y P 
BRS 
: 
j 
= 
> 
4 ; 
| 


important part in motivating the 
hospital safety program, the an- 
nual safety seminar in 1958 took 
the form of a combined safety- 
insurance institute. This was a re- 
sult of a three-day meeting earlier 
in the year, during which the 
American Hospital Association 
Committee on Insurance met the 
first day, the Committee on Safety 
met with the Committee on Insur- 
ance on the second day, and on the 
third day the Committee on Safety 
met alone. The contribution made 
by the insurance experts on the 
institute faculty was extremely 
valuable. 

Some of the information in this 
review comes, not from the litera- 
ture, but from correspondence re- 
ceived by the Hospital Safety Serv- 
ice. This service is cosponsored by 
the AHA and the National Safety 
Council for the purpose of as- 
sisting hospitals in establishing and 
maintaining their safety programs. 
This service reports a considerable 
increase in the number of requests 
for help in organizing for safety.’ 
Also frequently sought is informa- 
tion on methods of keeping accident 
records. To help meet this demand, 
the American Hospital Association 
has developed an incident and ac- 
cident reporting system, and is 
urging the adoption of a standard 
report form. Such a form is avail- 
able from the Association.® 

The National Hospital Safety 
Contest showed an increase of 70 
hospitals over the number partici- 
pating in the previous year. This 
contest is sponsored by the AHA 
and the National Safety Council. 
When the 1958 contest results are 
released, there will be a listing of 
the hospital with the best record 
reported in each state, in addition 
to the winning hospitals. This 
breakdown by state will allow ad- 
ditional recognition for good rec- 
ords to be given by state hospital 
associations if they so wish. 

Wider recognition of the hospi- 
tal’s need of safety is being given 
by regional and state hospital as- 
sociations. Evidence of this appears 
in the support given at this level 
to the fire safety institutes con- 
ducted by Lt. Robert McGrath of 
the Chicago Fire Department. Dur- 
ing 1958, ten state hospital asso- 
ciations sponsored a total of 34 
fire safety institutes. The states 
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were: Georgia, Iowa, Louisiana, 
Maine, New Hampshire, Oregon, 
South Carolina, South Dakota, 
Washington and Wisconsin. In ad- 
dition, institutes were sponsored 
by the Cleveland Hospital Council 
and by the Northeastern New York 
Council. The work of Lt. McGrath 
has received prominent notice in 
newspapers throughout the coun- 
try, as well as in hospital litera- 
ture.9-14 

The Operating Room—Another im- 
portant area of hospital fire safety 
is the operating room. Because of 
the hazards necessarily present, 


this area is one which is kept under 


constant observation. Special ef- 
forts must be made to control 
elements which cannot be elimi- 
nated such as the use of flammable 
anesthetics.!5-19 A new film, “Fire 
and Explosion Hazards with Flam- 
mable Anesthetics,’ has been pro- 
duced for release early in 1959. 
The film is a joint presentation by 
the U. S. Bureau of Mines, the 
University of Pittsburgh School of 
Medicine, St. Francis General Hos- 
pital, and Medical Center Hospitals 
of Pittsburgh. With the recovery 
room coming into wider use, 
thought is being given to the 
hazards encountered in this rela- 
tively new area.”° 

Patient Safety—In the general area 
of patient safety, considerable at- 
tention has been given to medica- 
tion errors.?!-74 Safeguarding 
against such errors depends not 
only upon precise attention in the 
pharmacy, but also upon constant 
vigilance exercised by the nursing 
staff administering the medica- 
tions. A very. positive advance 
toward protecting the patient was 
made when the AHA released a 
policy statement urging all hos- 
pitals to use some physical means 
for positive identification of all 
patients. | 

The Human “Hazard’’—Certain as- 
pects of accident prevention are 
more rewarding because they are 
easier to accomplish. With regard 
to structure, for example, unsafe 
conditions can be studied and cor- 
rected. From lightning protection 
to slippery floors, solutions can be 
found, 25.26.27 But the human “haz- 
ard” is not so easily solved. Even 
with the safest of floor conditions, 
there exists the 24-hour a day job 
of keeping the patient from fall- 


ing. Studies of accidents to patients 
reveal the same things with mo- 
notonous repetition. The solution 
here lies not in engineering genius, 
but in constant alertness on the 
part of all hospital personnel.?9 


' This aspect of safety will never be 


solved and shelved. So long as pa- 
tients, visitors, and employees are 
people, a constant watch must be 
maintained to safeguard them 
from injury and death due to ac- 
cidents. 
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FEATURES OF TAMED IODINE 
AGAINST OTHER TYPES OF DISINFECTANTS eR = 
scoovwe 
Synthetic 
Microbial | Very short Variable intermediate Poor to intermediate High 
Activity variable. 
Stability No Yes Yes Yes | Yes Yes 
Cost in Use | Low, butre- | High High, too Low, but re- Moderate Vv 
quire frequent much needed. quire frequent | to low. leas 
application. application. 
Heavy and None Heavy Heavy and are Very! 
ger. 4 
Clean None, cause Poor, inactivated | Good Good Good Good 
bieaching. by soaps. 
icrobiology | Selective germi- | Selective germi- | Selective germi- | Selective germi- | Selective lective 
cide. Will not cide. Will not cide, Will not cide. Will bel cide. Will not bh 
destroy awide | destroya wide destroy a wide destroy awide / destroy a wide Kills bacteria, 
e range of range of range of range of range of virus, molds, 
organisms. organisms. organisms. organisms. organisms. fungi, yeast, 
etc. 
a Affected by [No Yes es Yes in some cases. 
‘a Hard Water 
‘ indicator of | None None None None None Color 
Bacterial 
Efficiency ‘ 
Effect x irritants Sensitizers irritants irritants- 
ier tating > 
[strength 
| Toxicity Yes Variable No Yes No 


WESCODYNE is the first “Tamed Iodine” hospital germicide. 
It offers extraordinary advantages. Nonselective biocidal 
activity. A cleansing detergent action. Extremely low cost. 
And more, as indicated in the above comparison. 


Important, too, tests on common pathogens show that 
_ WESCODYNE Offers greater germicidal capacity for the con- 
trol of cross infection. 


WESCODYNE is the single germicide suitable for all hospital 
cleaning and disinfecting procedures. Its labor-saving 
detergent action removes soil and dust as germs are de- 
_ stroyed. This simplifies procedures, including those for 
the decontamination of surfaces that harbor “Staph” and 
other organisms. 


EXTRAORDINARY GERMICIDE 


WESCODYNE costs less than 2¢ a gallon at its general- 
purpose use dilution. It has an unmatched history of 
scientific evaluation and success. We’d be glad to send full 
information, a sample and recommended O.R., housekeep- 
ing and nursing procedures. Just call your nearby West 
office. Or send the coupon below to our Long Island City 
headquarters, Dept. 26. 


(] Send a WESCODYNE sample and full information. 
[) Have a representative phone for an appointment. 


Name 


Position 


PROGRAMS AND SPECIALTIES 
FOR PROTECTIVE SANITATION 
AND PREVENTIVE MAINTENANCE 


Ou 


WEST CHEMICAL PRODUCTS INC. 
42-16 West Street, Long Island City 1, New York 
Branches in principal cities 
CANADA: 5621-23 Casgrain Avenue, Montreal 


WEST DISINFECTING DIVISION 
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ANNUAL 
ADMINISTRATIVE 
REVIEWS 


SUPERVISORY DEVELOPMENT 


® Supervisory development seen as ‘missing link’ 


® Satisfactory work environment emphasized 


© Need for education in management processes cited 


by EDWARD H. NOROIAN 


INTRODUCTION 


r. A. F. MILLs! ascribed to 
M ‘‘a missing link” the inabil- 
ity of the Middle East to develop 
and maintain efficient means of 
production. The “missing link” to 
which Mr. Mills has given much 
space is unsatisfactory supervision. 
He attributes this inadequacy to 
the lack of supervisory develop- 
ment. There are of course many 
other factors involved in the pres- 
ent Middle East situation: the hy- 
pothesis is mentioned here to in- 
dicate the degree of importance 
supervisory development has in 
our society. 

We in hospitals can do no less 
than to give this subject the at- 


Edward H. Noroian is director, adminis- 
trative research and development, Uni- 
versity Hospital, Baltimore. 
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tention it deserves. Borrowing Mr. 
Mills’ terminology, many hospital 
administrators have long recognized 
the need for eliminating “missing 
links” in their organizations; each 
year this recognition.is shared by 
more of their colleagues. These 
administrators have actively as- 
sumed the responsibility of pro- 
viding the best possible patient 
care at the least possible expendi- 
ture of time, effort and money. 
They have recognized that ‘“‘peo- 
ple” determine how this is accom- 
plished. 

Effectiveness and Efficiency—The 
approach of these administrators 
to operations reflects their desire 
to be “efficiency centered’, not 
merely “effectiveness centered’’. 
The difference between the two 
terms is great and supervisors 


must fully understand this dif- 
ference. One can _ perform his 
job effectively without being effi- 
cient, but cannot perform it effi- 
ciently without being effective. 
For example, a housekeeping de- 
partment would be effective if 
every visitor, employee, and pa- 
tient had a maid assigned to each 
of them individually to clean up 
immediately after dirt has been 
deposited. This might be effective, 
but at what a cost! So we attempt 
to accomplish the same result by 
assigning personnel to_ specific 
areas. The fewest number of in- 
dividuals required to do the job 
effectively would result in an effi- 
cient housekeeping department. 
The Adjudications and Efficiency 
During the recent past (and prob- 
ably on an increased scale in the 
future) insurance commissioners, 
in the various states where Blue 
Cross hearings have been held, 
have called upon hospital groups 
to reappraise their operations in 
light of the demand for increased 
efficiency. In the personnel area 
this means a concerted effort not 
only to minimize payrolls where 
possible,. but what is even more 
important, to utilize employees to 
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If you want to save up to 50% of suture c@ae 
and be sure of quality, use Gudebrod Wijn- 
absorbable sutures. Buy Gudebrod and s 
lize what you need as you need it, with low 
first cost and less waste. Eighty-nine years’ 
manufacturing sutures is your assurance 

Gudebrod quality. Write for the Gudebro 
story, “How You Can Save up to 50% of Yo 
Suture Costs.” 


Gudebrod BROS. SILK CO., INC. 


Surgical Division: Executive Offices: 
225 West 34th St.. New York 1, N. Y. 12 South 12th St., Philadelphia 7, Pa. 
CHICAGO BOSTON LOS ANGELES 


SOLID PANEL WOOD 
#3065 HOSPITAL BED 


Outstanding Features 


*% Solid panel head and foot ends with 
Formica surface on both sides; any 
standard Formica finish, wood grain, 
plain color, pattern. 

, *% Special T-shaped plastic or aluminum 

baffie bars on top of head and foot 


Spring Lengths: 
77 
Width 36” 


Available in > 


STANDARD HEIGHT 
(27” Spring Fabric) 


end. 
INTERMEDIATE HEIGHT *% 3” rubber wheel bail bearing casters; 
brokes on two wheels. 


(22%” Spring Fabric) 
*% Spring operating handles slide back 
“= out of way when not in use. 


Supplied with Trendelenburg 
Gatch Spring or Fiat 


Coil Spring EICHENLAUB 


Contract Furniture S 


3501 BUTLER S$T., 1, PA. 
WRITE FOR BULLETIN 3065 | 
E-32 
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SPACE-SAVER 


At Last! 


HOSPITALS CAN ADD 
A PRIVATE LAVATORY 
TO ANY ROOM 


Without Loss of 
| Valuable Space 


MODEL FB-220: Includes fold- 
away toilet, stationary wash- 
basin, toilet tissue dispenser. 
Size: 12%" x 27%”. Height: 
34%". Complete Toilet Lava- 
tory for less than $450. 


MODEL MAS-236V: Lavatory 
Shower Cabinet. Includes 
shower, fold-away toilet, sta- 
tionary washbasin, medicine 
cabinet, light fixture, exhaust 
fan, soap-dish, mirror, shower 
curtain. Size: 32%.” x 45%”. 
Height 81”. Complete Bathroom 
for less than $1,000. 


Only One Fourth the Space Required 


Here’s the lavatory facility hospitals have long 
been waiting for, — space-saving, efficient, com- 
pletely dependable. SPACE-SAVERS provide all 
the essentials of a complete bathroom in one fourth 
the space of a conventional toilet fixture. 


Can be installed in old or new hospital rooms, in 
buildings under construction or undergoing 
modernization. 


Precision made of easy to keep clean, highly 
polished stainless steel. Faultless operation. Adapt- 
able for single or multiple application. Shipped 
complete ready for easy hook up to drain and 
water lines. 


Descriptive Brochure in Color and Price List Sent 
on Request. 


ANGELO COLONNA, INC. 


TRAVEL-LAV DivisStON D pt. H-49 


Westmoreland & Boudinot Sts.%. 
Philadelphia 34, Pa. 
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their maximum capabilities. This 
latter goal implies three important 
considerations with regard to su- 
pervisory development which must 
be kept continually in mind. These 
are the necessity to: 

1. Provide conditions within 
which employees may per- 
form their jobs to the best 
of their capabilities. 

2. Make sure they exercise all 
of their capabilities. 

3. Increase the scope of their 
capabilities. 

The latter consideration stimulated 


the greatest interest and the most 
thought in the literature of the 
past year. It is important to em- 
phasize that development of per- 
sonnel, although imperative, is 
only one aspect of the administra- 
tive process which leads to effi- 
cient operation. However, this re- 
view will limit itself to that one 
area. 


Although supervisory develop- 
ment is not a panacea for all of 
the hospital’s ills, it is a generous 
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A total of $1,795,000 raised for Easton Hospital, Easton, 
Pa., in three campaigns in 1950, 1952 and 1959. 
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Fund Raising Success 
for Easton Hospital 
in Nine Years 


Raised $860,000! 


contributor to the cure. The liter- 
ature is confusing at times because 
some who have embraced the proc- 
ess with enthusiasm consider it to 
be a cure-all; some have adopted 
it as an outlet for repressed 
Machiavellian tendencies; while a 
few use the terms “training” and 
‘“‘development”’ interchange- 
ably. Fortunately, this is not true 
of the majority of articles which 
have appeared during 1958, but 
there have been enough to make 
one wonder whether supervisory 
development has become a catch- 
all as well as a cure-all. Another 
characteristic evident from time 
to time is the emphasis on “tech- 
niques”’ as used in a development 
plan, almost as though techniques 
were the ends in themselves. 

Most authors have recognized 
the great sense of proportion re- 
quired in the area of supervisory 
development. The “missing link” 
is explored from the psychological, 
emotional, economic, organization- 
al. and sociological aspects. It is 
clear how or why an employee 
thinks as he does, as is his method 
of operation within the hospital. 
2,3,4,5 

Hospital Environment—It is person- 
ally satisfying to note the increas- 
ing frequency with which terms 
such as “attitudes’’, “atmosphere”’ 
“milieu’’, “climate” etc. are being 
used to describe the elements 
which should comprise a substan- 
tial part of a supervisory develop- 
ment plan.®7.89 Just as a highly 
competent deep sea diver would be 
out of his most efficient element 
in the Gobi Desert, so would a 
well trained, management-con- 
scious supervisor feel out of place 
in a hospital environment which 
had itself not kept pace with the 
development of its personnel. 

The literature reflects the ever- 
increasing emphasis on the crea- 
tion of a satisfactory work envi- 
ronment and lays the responsibility 
squarely at the door of the only 
person who can implement this 
activity—the administrator. It has 
been demonstrated time and time 
again that a subordinate in large . 
measure merely reflects the atti- 
tudes and characteristics of his 
supervisors. 

Proper Afttitudes—Carrying this 
concept through to its logical con- 
clusion, which many authors do 
amazingly well, it is apparent that 
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supervisory development, methods 
improvement, job analysis or any 
other aspect of the management 
process can be successfully 
achieved if the total administra- 
tive attitude is one which is sin- 
cerely positive.!®11 The transmit- 
ting of proper attitudes from the 
administrator, by the supervisor, 
to the subordinate employee far 
exceeds in importance the direct 
transmittal of policy information. 
As a matter of fact, the more pro- 
~ nounced the proper transmittal of 
attitude, the easier is the trans- 
. mittal of information and the more 
immediate is the required response. 


Attitudes, because they are de-. 


termined by the sum total of all 
experiences, can only be devel- 
oped, not trained. Therefore, de- 
velopment is an all embracing con- 
cept which must be recognized as 
requiring continuity and a sincere 
appreciation of the forces which 
affect employees in relationship to 
the hospital environment for at 
least half of their working hours.® 

As stated earlier, the journals 
are replete with information re- 
garding the use of techniques 
wh:ch may be used to assist in 
transmitting an appreciation of 
the management process. Although 
this writer is not certain that the 
degree of emphasis in this area is 
a valid one, it does seem to have 
been of immeasurable aid in re- 
assuring administrators that a de- 
velopment plan does not require 
the services of a resident expert 
before implementation may begin. 
It is hoped that this will increase 
the number of hospitals involved 
in development planning and that 
the literature of 1959 will be even 
more extensive than has been the 
experience of the past year.! 

It has been an encouraging year 
for supervisory development in 
certain other respects well. 
Where feasible, supervisory devel- 
opment programs of individual 


hospitals have been extended to 


include other hospitals. This latter 
concept approaches the quintes- 
sence of supervisory development, 
namely, that which transcends the 
immediate environment. A report 
of this latter activity will be looked 
for with anticipation during the 
current year. 

The “missing link” of Mr. Mills 
has obviously been explored and 


eliminated by a number of hospi- 
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tals who have provided their own 
assistance to the formerly under- 


developed area of supervisors. 


1. 


. Sehuz, Frances H. 
pervision based on definitions of job 
Soc.Casework 37:435-53 


Ed. Walter 


Inc. N.Y. 1988 Rng 2-79. 


. Cornwall, E. R. Three essential skills 
need for effective office supervision. 


OfficeMgt. 19:30 Oct. 1958. 
Leston, L. M. Successful n 
ervisor must be natural loaner. 
. 91:66 July 1958. 


Am.J. Nurs. 58 : 1408-09 


Mills, A. F. Middle Eastern develop- 
ment. The —— East in Transition. 
uveur F.A. Piceger, 


su- 
Mod. 


1958. 


A yo of su- 


6. Fair, Ernest W. Do fag 
work for you? 
7. Laud, Gertrude F. 


This rela- 


tions workshop works to develop bet- 


ter HOSPITALS, J.A.H.A, 
43 Dec. 


8. Planty, G. Buildi 
work Topics une 1958. 

be a 1: 
63-6 July 1958. 

10. Taylor, Keith O. Su ryeee develop- 
ment. Hosp.Mgt. 86:35 Aug. 1958. 


ll. Terracino, M. V. How 


the supervisor 


good working habits. Office 
12. Nadler, supervisory per- 


sonnel: 
leaders. Mod.Hosp. 91:93 Sept. 


train your own con erence 


How to teach supervisors how to su- 


rvise. Mod.Hosp. 91:89 Nov. 
lann 


job. Mod.Hos 91:66 Dec. 1 


for sanitary 
ice transportation 


MODEL 1808 sTAINLESS STEEL ICE TRUCK 


An ice truck, in its journey from ice 


machine to patient, may follow a 
round-about route, taking it through 
patient wards, kitchen areas, past 
operating rooms, nursing stations, 
storage areas, etc. With this in mind, 
it is imperative for the truck and ice 
containers to be efficient and, above 
all, sanitary. 


The Jarvis & Jarvis Model 1805 
Stainless Steel Ice Truck is designed 
for the purpose. The ice bags keep 
the crushed, chipped or flake ice 
completely enclosed at all times. 


Sold Through 


Quality Dealers 
Jarvis FJ 


They are made of No. 6 cotton duck, 
water-proofed and impregnated with 
Vinyl Plastic Compound. The bags 
are washable and will not impart 
taste, color or odor to the ice. Each 
bag is provided with two handles, 
full-width zipper top, and will hold 
50 Ibs. of crushed, chipped or flake ice. 


The J & J 1805, is made entirely of 
polished stainless steel with continu- 
ous rubber bumper. It is mounted 
on 8” heavy duty cadmium plated 
casters, two swivel and two rigid. A 
drain valve is provided. 


Sales Representatives In Leading 
Cities Throughout the Country 


arvis, Inc. 


PALMER, MASSACHUSETTS 


CANADA: Jorvis & fi. of Conoda, 1744) Williom St., Montreal, Que. 
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Most simple, natural, 
efficient system of all! 


Available in 2 capaci- 
ties: 22-tray and 30- 


The easiest to learn and most natural to operate. 
Requires no skilled personnel . . . frees nurses for 
full-time nursing duties. Gives dietitian complete 
control over makeup of trays —- assures the speci- 
fied menu for every patient. Serves food hot, palat- 
able... and FAST! Mercury Control results in less 
wasie and tremendous saving in food requirements. 


| 


Only with MERCURY can you provide the 
“Continental Touch" of individual plate covers 
— that surprise factor that makes the meal more 
appreciated. Plate covers prevent the transfer 
of food flavors between plates .. . keep food 


pital use .. . write for literature. 


piping hot right up to the bedside. MERCURY 
plate covers are designed specifically for a 


@ Simple to load — meals dished up complete and 
checked for accuracy before leaving kitchen. 

@ Fastest to load and unload (3 minutes). 

@ Delivers the complete tray — everything dished 
up and ready to go with juices and liquids right 
on the tray. Accomodates STANDARD 10 oz. 
glasses — a Mercury exclusive! 

@ Heated section keeps food hot EVEN WITH 
THE DOOR OPEN —oa Mercury exclusive! 

@ Refrigerated section (optional) built airtight like 
a commercial refrigerator; 4 H.P. heavy duty 
sealed compressor can be adapted to conveyor 
at any time — o Mercury exclusive! 

@ Utilizes STANDARD trays and dishes available 
from any source — a Mercury exclusive! 

@ Most sanitory; everything inside closed cabi- 
nets; slides easily removable for washing in 
dishwasher. NO STICKING DRAWERS! 

@ Ruggedly built by a manufacturer with 23 years 
experience in the heavy guage kitchen equip- 
ment industry. Mercury “stands the gaff'’. 


FREE DEMONSTRATION 


Ask about a free demonstration in your own hos- 
ital . . . with no obligation to buy. WRITE FOR 
CITERATURE AND COMPLETE. INFORMA. 


STEELE-HARRISON MFG. CO. 


1832 SW. Adams St., Peoria, Illinois 
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TL 21-DAY selective summer 
cycle menu and market orders 
for perishables are designed for 
hospitals in the South-Southwest. 
These menus, which are for use 
during June, July and August, 
feature foods popular in the south- 
ern and southwestern parts of the 
country. 

The menus in this issue are the 
second in a four-part series of 
summer cycle menus published in 
this Journal. Summer cycle menus 
for the Midwest were included in 
the April 1 issue of HOSPITALS, 
JOURNAL OF THE AMERICAN HOSPI- 
TAL ASSOCIATION. The summer 
menus for hospitals in the East 
and North-Northwest will be pub- 


lished in the May 1 and 16 issues, 


respectively. 

Menus in this issue feature a 
choice of entree, vegetable, salad 
and dessert for the noon and night 
meals. Two cereals and two fruits 
are offered on breakfast menus. 

Since one of the choices offered 
is suitable for modified diets, these 
menus can be used for both normal 
and modified diets. The letter (F) 
following certain items designates 
their suitability for full or normal 
diets; foods acceptable on soft and 
other modified diets are labeled 
(S). The letters (FS) mean the 
item can be used on both full and 
soft diets. 

The market order accompanying 


Summer Cycle Menu 
for the 


South-Southwest 


each week’s menu lists the meats, 
seafood, poultry and fresh and 
frozen fruits and vegetables needed 
in producing the menu for a 50- 
bed hospital. The order includes 
precut meats, roasts and seafoods, 
eviscerated poultry, and other 
partly prepared items. Amounts 


The spring cycle menus, published 
in the January and February issues of 
this Journal, are for use during April 
and May. The Midwest and South- 
Southwest cycle menus were included 
in the January 1 and 16 issues, re- 
spectively. The February 1 and 16 
issues featured cycle menus for the 
East and North-Northwest, respectively. 


are computed on the basis of 
serving 100 patient and personnel 
meals at breakfast, 125 at noon and 
100 at night. By using a multiple of 
50, larger hospitals can easily com- 
pute market orders. 

Another feature of this cycle 
menu service is a standard store- 
room inventory—a list of supplies 
that a 50-bed hospital should have 
on hand at the beginning of each 
2l-day cycle. The list includes 
cereals and farinaceous products, 
and canned, dried, preserved and 
pickled items. The inventory is 
available on request the 
American Hospital Association, 840 
North Lake Shore Drive, Chicago 
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(we 
i there’s no juice 
like citrus juice 


As a high-potency source of vitamin C, 
citrus juice—fresh, frozen, or canned —is 
unmatched for convenience and economy. 
The table below shows amounts’ of other 
fruit juices required to supply the 100 
mg.* of vitamin C in one glass (7-9 fl. oz.) 
of citrus juice. 


citrus 


apple 
grape 9 glasses eH 


ineapple | 3-4 g1 
pineapple glasses II 
prune 50 glasses Fill } Hi 


*Data calculated from: Watt, B. K. et al., U.S. 
Dept. Agric. Handbook No. 8, 1950; and Burger, 
M. et al. Agr. & Food Chem. 4:418, 1956. 


*This is the peak of the 
Recommended Daily 
Allowances for adolescence 
or pregnancy; 150 mg. dur- 
ing lactation; 70-75 mg. for 
normal adults. 


ORANGES 
GRAPEFRUIT C 
TANGERINES 


SSION + Lakeland, Florida 
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Chefs prepare food on modern Gas equipment in the kitchen of Roanoke Memorial Hospital 


Enough fried chicken for 300 patients 


in 12 minutes... thanks to GAS en 


Modern stainless steel Gas equipment with auto- 
matic controls is the key to fast preparation of 
special and regular diet foods at Roanoke Memorial 
Hospital, Roanoke, Virginia. 

Stainless steel pressure cookers and steam ket- 
tles can cook enough fried chicken in 12 minutes 
to serve 300 patients, after which chicken is 
browned in a Gas-fired deep fat fryer. Automati- 
cally controlled Vulcan Gas equipment—ranges, 
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baking and warming ovens—speed nutritious, tasty 
food to patients and staff with no interruption in 
service for changeover to special diets. 

For information on how Gas can help you mod-_ 
ernize your food service, call your Gas Company’s 
commercial specialist. He'll be glad to discuss 
with you the economies and outstanding results 
you get with Gas and modern Gas-fired equipment. 
American Gas Association. 3 
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PLEASE CUT ALONG THIS LINE 


Ist WEEK SOUTH-SOUTHWEST SUMMER SELECTIVE CYCLE MENU 
(MENUS TO BE USED DURING JUNE, JULY AND AUGUST) 


—prepared by Ruth E. Maxwell, chief dietitian 
Shannon West Texas Memorial Hospital, San Angelo 


breakfast 


noon | 


night 
Soup 


mothered Liver with French Fried Onion Rings 
or Roast Veal with Gravy (FS) 
Mashed Potatoes (FS 
Corn Pudding (F) or Asparagus Tips (S) 
Congealed Orange and Grapefruit Section Salad or Stuffed Celery 
Vanilla ice Cream (FS) or Sliced Fresh Peaches 


Orange Juice Tomato Bouillon 
or Stewed Prunes Stuffed Fiank Steak with Gravy (FS) or Baked Pork Spareribs 
tmeal Baked Potato (FS) 
er Assorted Dry Buttered Broccoli or Seasoned Carrot Rings (FS) 
Cereal Chef Salad with French Dressing or Wa lad 
Soft Cooked Eggs— Pineapple Upside-down Cake (F) or Royal Anne Cherries (S) 
Crisp Bacon 
Toast and Butter— 
Preserves 
Blended Grapefruit- Cream of Pea Sou 
Pineapple Juice Barbecued Lamb mb) or Cube Steaks (S) 
or Stewed Rhubarb Buttered Rice (FS) 
Mait Meal Cereal Cauliflower Polonaise (F) or French Cut Green Beans $ GS) 
or Assorted Dry Head Lettuce Salad with Dressi —— or Deviled Egg Sa 
Cereal iced Watermelon (F) or Orange Sherbet (S) 
Soft Scrambled Egg 
Crisp Bacon 
Toast and Butter — 
Grape Jelly 


Escalloped Pitatoes (FS) 


Cream of Celery Soup 
Baked Senedion oe with Horseradish Sauce (F) 
or Broiled Rib Veal Chop (S) 


Savory Onions or Glazed Banana Squash pon 
Aneel tocd Cream Cheese Salad er Sliced 
ood Cake (FS) or keds 


amato Salad 


Grapefruit Half 
or Tomato Juice 
Farina or Assorted 


Vegetab 
Hot forbes a Sandwich (FS) or Stuffed Pepper 
Potato Chips (F) 


Dry Cereal Corn on Cob (F) or Buttered Spinach (S 

Poached Egg Sliced Tomato with French Dressing or Fresh Fruit Salad 
Link Ana Spanish Bun Cake (F) or Nectarines in Syrup (S) 

Toast and Butter — 
Pear Honey 

Grape Juice Beef Bouillon 


or Orange Sections 
Farina er Asso 

Dry — 
Baked 


Crisp 
Toast and Butter — 


Red Currant Jelly 


~ Tomato Juice 
or Stewed Mixed 
Fruit 
Oatmeal or Assorted 
Dry Cereal 
Scrambled Egg 
Crisp Bacon 
Toast and Butter — 
Strawberry Preserves 
Grapefruit Half 
er Apricot Nectar 
Whole Wheat 


Poached Egg 
Crisp Bacon 

Toast and Butter— 
Orange Marmalade 


sunday | friday tuesday 


Orange Juice 
or Applesauce 
Farina or Assorted - 


Cream o! of Celery Soup 


il 
Oven Fried Chicken with Cream Gravy (FS) er Broiled Steak 
Whipped Potatoes (FS) ! 
Brussels Sprouts (F) or Franconia Carrots (S) 
Relishes (celery hearts, pickle chips, and radishes) 
or Melon Ball Salad 
Date Torte (F) or Pear Halves in Syrup (S) 


Oven Broiled Pork Cutlet (F) er Baked Haddock with Parsley Butter (S) 
Julienne Potatoes (FS) 

Frozen Lima Beans or Buttered Peas with Carrots (FS) 

Peach-Date-Nut Salad or Chinese —- with French Dressing 

Lemon Meringue Pudding (FS) or Fresh Fruit Compote 


"Chilled Grape Juice 


Vegetable Soup 
Denver Sandwich on Toasted Bun with Sliced Pickles (F) 
or Broiled Chicken Livers (S) 
Steamed Rice (S) 
Buttered Onions or Mashed Squash (FS) 
Shredded Cabbage Slaw or Molded Pineapple Carrot Salad 
Sremneny. Shortcake (F) or Chocolate Biancmange (S) 


Chicken Fricassee (FS) or Broiled Ham Slice 
Glazed Sweet Potato (FS) 
Buttered Spinach (FS) or French Fried Eggplant 


"Vegetable 


Pineapple Juice 
Broiled Ham Slice (F) 
Mashed Potatoes (FS) 


t Roast with Gravy (S) 


Buttered Fordhook tiny ns (F) or ie Tiny Whole Beets (S) 
Wilted Lettuce Salad Mint Jelly Salad with 
iced Brownies (F) or Fresh Applesauce (S) 


Creamed Chipped Beef on Toast Points (F) 
or Broiled| Loin Lamb Chop (S) 

Potatoes au Gratin (FS 

Broiled Tomato with Butter Crumb Topping (F) er Buttered Peas (S) 

Grapefruit--Avocado Salad on Endive or Tossed Greens (oi! and vinegar) 

Buttered Pecan Ice Cream (F) or Pound Cake (S) 


Chilled Pineapple Juice 

Sliced Cold Roast Beef (FS) or Cheese Souffle with Mushroom Sauce 
Baked Potato (FS) 

Buttered Broccoli or Latticed Beets (FS) 

Sliced Tomatb Salad or Grapefruit Sections with Apple Wedges 
Orange Chiffon Cake (FS) er Fresh Grapes 


Chilled Fruit Punch 

Beef and Vegetable Pie (F) or Broiled Lamb Pattie (S) 

Paprika Buttered Potatoes (FS) 

(FS) er Stewed Tomatoes 

Tropical Fruit Salad with Shredded Coconut or Cottage Cheese Salad 
Cream Puff (FS) er Sliced Bananas 


Vegetable Soup 

Barbecue Hamburgers with Potato Salad (F) 
or Braised! Veal Club Steak (S) 

Parsley Buttered Potatoes (S) 
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Dry Cereal 
Scrambled Eggs — Molded Bing Cherry Salad or Tossed Vegetable Salad | Baked Acorn Squash (FS) or Buttered Collards 
Crisp Bacon ice Cream with Chocolate Sauce (FS) or Frozen Peaches in Syrup | Cole Slaw with Celery Seed Dressing or Waldorf Salad 
. Toast and Butter — Jam Cake with Caramel Icing (FS) or Boysenberries 
Grape Jelly 
(F)—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverage are to be included with each meal. 
Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 
Chi Beef, Dried U. S. Good Ibs. Fowl (Eviscerated) Grace A, 5 Ib. av. 75 Ibs. ishes unc z. 
3 Ground Bee Good, 5 Ib. pkg. 25 Ibs. Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 30 Ibs | 
© Live sliced ibs. 20 (Eviscorated) Grade A. 2% Ib. av. we. 
Roast, Sirloin (B.R.T.) Choice 20 ibs. 60 Livers, Chicken Pkg. 
Round (Bottom ) Standard 7 Ibs. 20 | Tomatoes Repacked (5x6) 2 lugs (60 Ibs.) 
| FROZEN FRUITS 
— 402. each S ibs. 20 | Applies Jonathan, 113s 1 box 
3 Steaks, Flank U. S. Choice 30 Ibs. oon Ripe 6 only Boysenberries 8 Ib. can, 5-1 sugar —16 Ibs. . 
Steaks, Sirloin Butt U. S. Choice, Bananas Ripe 45 Ibs. Orange and : 
LAM Melon, Honeydew Crate, 9s 1 crate range Juice On., J Oz. Can cans 
Chops, Loin U. S. 176s 1 box Peaches Steet, can, 
oz. eac 8 
S | Ground, Shoulder _U. S. Good 5 Ibs. 20 | Watermelon 30-35 Ib. av. 100 ibs. | Strawberries Sliced, 8 Ib. can, 
5 Shoulder (boned) U. S. Good 35 Ibs. 5-1 sugar 24 Ibs. 
FRESH VEGETABLES, 
PORK 
& | Bacon, Canadian Ibs. Cabbage __ Bag 50 Ibs | FROZEN VEGETABLES 
Bacon (Sliced) 24-26-1 Ib. 18 Ibs. Cabbage, Chinese 15 Ibs | Asparagus Spears, 2% Ib. pkg. 12% Ibs. 75 
| Cutlet Grade A,40z. each 25 100 Carrots Topped, bag 50 Ibs. Beans, Green Julienne, 24% Ib. pkg. 2% Ibs. 15 
Ham (Pullman) Ready -to-eat 35 Ibs. Celery Pascal, 30s 1 doz. stalks Beans, Lima wae green 
5 Sausage Links 12-1 Ib. 6 Ibs. Celery White 1 doz. stalks | % Ib. pkg. 2% Ibs. 15 
Spareribs Grade A, 3-1 Ib. 20 ibs. 40 Corn on the cob Bag, 50s 2 bags _ Beans, Fordhook Lima 24 ‘tb pkg. 10 Ibs. 60 
Cucumbers 1 doz Broccoli Stems and buds. 
VEAL Eggplant 2 only 2% Ib. pkg. 5 ibs. 30 
Chop, Rib U. S. Good, Endive 2heads Brussels Sprouts 2% Ib. pkg. 15 ibs. 90 
5 oz. each 7 Ibs. 20 | Lettuce Head, 48s 2 crates | Cauliflower Buds, 2% Ib. pkg 15 ibs. 90 
Leg (B.R.T. U. S. Good 20 ibs. 60 | Onions, Dry Yellow, bag 50 Ib. bag _—— Collards 2% Ib. pkg. 2% Ibs. 15 
% Steaks, Clu U.S. Good, 5 oz. each 7 Ibs. 20 | Onions, Green Bunch 1 doz. | Peas 2% Ib. pkg. 2% Ibs. 15 
ap | Onions White, boilers 5 Ibs. | Peas and Carrots 2% Ib. phe. 15 Ibs. 90 
FISH Parsley Bunch ldoz. Spinach Chopped 
Haddock Fillets, skinless 5 ibs. 20 | Pelstese, Sweet Hamper 50 Ibs. | 2% Ib. ‘pkg. 17% Ibs. 105 | 
THIS PAGE HAS BEEN PERFORATED FOR EASY REMOVAL 
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_prepared by Ruth E. Maxwell, chief dietition 


2nd WEEK SOUTH-SOUTHWEST SUMMER SELECTIVE CYCLE MENU 
Shannon West Texas Memorial Hospital, San Angelo 


(MENUS TO BE USED DURING JUNE, JULY AND AUGUST) 


or Stewed Rhubarb Cold Cuts (baked ham, swiss cheese, braunswauger) (F) 
Macaroni with Cheese (S) 


breakfast noon | | night 

or nanas or 0 or n Ti u ; 
Oatmeal or Assorted Baked Potato Putt (F FS) wi or Bacon Wrapped Frankfurter with Hot Potato Salad 

Dry Cereal Broseet with Lemon Butter or Buttered Julienne Carrots (FS Potato Souffle (S) 

ed Ege— ple with Cottage Cheese or Head Lettuce with Italian Dressing Buttered Green Beans (FS) er Broiled Tomato 

Crisp Bacon Rice Podding (S) or Chess Pie (F) Apricot Salad with Fruit Dressing or Carrot Sticks and Stuffed Celery 
Toast and Butter -— Orange Sherbet (FS) or Date Cobbier Cake 

Strawberry Preserves 
Blended ( Grapefruit ~ Cream of Potato S Soup Seasoned Tomato 

Pineapple Juice Savory Meat Loaf with Piquant Sauce (F) or Broiled Chicken (S) | Roast Loin of "pork. ray or Lamb Fricassee (S) 

or Melon Wedge Browned Rice (FS Mashed Potatoes (FS) 
Rolled Wheat Cerea/ Spinach with Hard Cooked Eggs (FS) or Creamed Silverskin Onions Buttered Whole Kernel Corn (F) or French Cut Green Beans (Sy 

or Assorted Dry Spiced Beet Salad with Mayonnaise or Grapefruit Section Salad Prune and Cottage Cheese Salad or Molded Fruit Sal 
a Yellow Sponge Cake (FS) or Fresh Strawberries Peppermint Ice Cream (FS) or Mandarin bien Sections 

Crisp Bacon 
Toast and Butter — 

Orange Marmalade : 
Orange Juice etable Soup Chilled Fruitade 

Spanish Chicken with Rice (F) er Baked Salmon Croquettes (S) . 


Farina or Assorted or Grilled Beef Pattie (S) 
* Dry Cereal Potatoes on Half Shell (FS) Buttered Wax Beans (FS) or Fried Okra 
Scrambied Eggs - Buttered Fordhook Lima Beans (F) or Buttered Sliced Beets (S) Chef's Salad with Dressing or Peach Salad with Cherry Garnish 
Crisp Bacon Fresh Fruit Salad er Sliced Tomato on Lettuce Lemon Meringue Pie (F) or —— Bananas in Gelatin with Cookies vad 
Chocolate Marshmallow Roll (FS) er Vanilla ice Cream 
rape Jelly 


Oran eade Vegetable Soup 


Pineapple juice { 
or Grapefruit Half Salisbury Steak in Mushroom Sauce (F) or Baked Chicken (S) Sliced Ham au "cratin on Toast (F) or Broiled Lamb Pattie (S) 
Malt Meal Cereal! Oven Browned Potatoes (FS) Baked Potato (FS) 
or Assorted Dry Summer Squash (FS) er Tiny Butterbeans . Seasoned Green Beans (FS) or Frozen Mixed Vegetables 
Cereal Mixed Vegetable Salad with French Dressing or Spiced Apple Rings Fresh Fruit Salad or Shredded Lettuce with Chiffonade Dressing 
e- fee -- _ Blackberry Cobbier (F) er Caramel Custard (S) Corn Flake Kisses or Orange Sherbet (FS) 
risp Bacon 
Toast Butter 
Grape Jelly 
Orange Juice Cream of Mushroom Sou OUP Frozen Fruit Punch sas 
or Apricot Nectar Shrimp Salad with Sliced Tomatoes and Potato Chips (F) Baked Cod Fillets (FS) or Braised Tenderloin Tips 
Oatmeal or Assorted or Boiled Beef (S) Parsiey Buttered Potatoes (FS) 
Dry Cereal Buttered Noodles (F) Cauliflower with Butter Sauce (F) or Asparagus Cuts (S) 
. Soft Cooked Egg — Buttered Broccoli or Parslied Wax Beans (FS) Tomato Wedges and Green Pepper Ring or Pear with Frosted Grapes as 
£ Crisp Bacon Peach and Honeydew Salad with Mayonnaise Pecan ice Cream (F) er Royal Anne Cherries (S) z 
Toast and Butter — or Celery Hearts and Radishes on Lettuce 
Strawberry Preserves Baked Custard (S) or r Brownies (F) 
 Cataloupe Wedge "Vegetable Soup Lemonade z 
or Grape Juice Roast Beef Au Jus (FS) or Braised Liver with Onions Tamale Pie or Roast Leg of Lamb (FS) : 
Oatmeal er Assorted Buttered Potato Balls (FS) French Fried Potatoes (F) or Buttered Noodles (S) 
Dry Cereal Harvard Beets (FS) or Frozen Mixed Vegetables Baby Lima Beans (F) or Eggplant au Gratin (S) 
Soft Cooked Egg —- Spinach with Hot Bacon Dressing or Blush Pear Salad Cottage Cheese Salad or Congealed Bing Cherry Salad 
Crisp Bacon Devils Food Cake (FS) or Cluster of Grapes Fresh Fruit Cup and Cookies (F) or Floating Isiand (S) 
Toast and Butter < 
Orange Marmalade 
Orange Juice "Blended Grapefruit Pineapple Juice Barley Vegetable » Soup 
or Banana Oven Fried Chicken (FS) or Broiled Steak _ Baked Corned Beef Hash (F) or Toasted Cheese Sandwich (S) 
Farina er Assorted _ Whipped Potatoes _ Shell Macaroni Salad (F) or Buttered Potatoes (S) a 
= ry Cereal _ Frozen Green Peas in Cream Sauce (FS) er Corn on Cob - French Fried Cauliflower (F) or Buttered Peas (S) < 
Poached Egg _ Banana-—Orange Salad with Fruit Dressing | Pear-Lime Gelatin Salad with Chantilly Dressing = 
or French Toast | er Sliced Tomato on Shredded Lettuce | or Wilted Lettuce Salad 
with Syrup (F) _ Hot Fudge Sundae (FS) er Fresh Peach _ Iced Angel Food Cake (FS) or Sliced Watermelon 
Toast and Butter (S)— 
Grape Jelly | 
(F)—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverage are to be included with each meal. 


ii Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 


— 
BEEF FRESH FRUITS Parsley Bunch 1 doz. 
| Brisket, Corned U. S. Good 20 Ibs. 60 | Apples Jonathan, 113s 1 box _ Peppers, Green 4 peppers 
Oo Brisket, Fresh U. S. Choice 7 tbs. 20. Bananas Ripe 70 Ibs. -Potatoes, Sweet Hamper 50 Ibs 
wm ~—|sOFrrankfurters All beef, 8-1 Ib. 3 Ibs. Cantaloupe Crate, 45s % crate Potatoes, White Bag No. 1 400 Ibs. 
rq Ground Beef U. S. Good, 5 Ib. pkg. 60 Ibs. Grapefruit © Seediess, 70s 1 box Radishes Bunch 1 doz. 
& | Liver Steer, sliced 10 bs. 40 | Grapes Seediess, 28 Ib. box 1lbox § | Squash, Summer 25 Ibs. 
Roast, Sirloin (B.R.T.) U. S. Choice 50 Ibs. Lemons 1 doz. Tomatoes Repacked (5x6) 1 lug (30 Ibs.) 
Steaks, Sirloin Butt U.S. Choice, Melon, Honeydew Crate, 9s 1 crate 
: 5 oz. each I3 Ibs. 40 | Oranges 176s 1 doz FROZEN FRUITS 
Tenderloin Tip U. S. Good 15 Ibs. Peaches Basket, 20s 2 baskets Blackberries 8 Ib. can, 5-l sugar 24 Ibs. 
Rhubarb 8 Ibs. Grapefruit Sections 8 Ib. can 16 Ibs. 
; LAMB Strawberries Quarts 6 ats. Orange Juice Con., 32 oz. can 6 cans i 
Ground, Shoulder U. S. Good 5 ibs. 20 
s Leg (B.R.T.) U. S. Choice, yearling 20 ibs. . 60 — FROZEN VEGETABLES 
Stew U. S. Good 7 Ibs. FRESH VEGETABLES Asparagus Cuts, 2% Ib. pkg. = 2% Ibs. 15 | 
: Cabbage Bag 50 Ibs. oe — Cuts, 2% Ib. pkg. 20 Ibs. 60 
PORK Carrots Topped, bag 50 Ibs. we, See Julienne, 
S | Bacon (Sliced) 24-26-1 Ib, 18 ibs. Celery Pascal, 30s 1 doz. stalks | te. 15 
Chops, Loin Grade A, 40z.each 25 Ibs. 100 | Celery White 1 doz. stalks | OM pkg. | 
Ham (Pullman) Ready -to-eat 45 Ibs. Corn on the cob Bag, 50s Y% bag Beans, Fordhook Lima 2% Ib. pkg. 15 Ibs. 90 
Loin (Boneless) Grade A, 10-12 Ibs. 20 Ibs. 60) Cucumbers ~ 1 doz. Beans, Wax Cuts, 2% Ib. pkg. 25 Ibs. 150 
F Eggplant 2 only Broccoli Stems and buds 
FISH Lettuce Head, 48s 2 crates 2% Ib. pkg. 5 ibs. 30 
z Cod Fillets, Canadian 15 ibs. 60 | Okra 3 Ibs. Cauliflower Buds, 2% Ib. pkg. 20 Ibs. 120 
~ Onions, Dry Yellow, bag 50 Ibs. Peas 2% Ib. pkg. 17% ibs. 105 
| POULTRY Onions, Green Bunch | 1 doz. Spinach Chopped, 2% Ib. pkg. 25 ibs. 150 
Fryers (Eviscerated) Grade A, 2% Ib. av. 115 Ibs. | Onions White, boilers 3 Ibs. Vegetables, Mixed 2% Ib. pkg. 5 ibs. 30 
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Installation by Hertzel’s Equipment Co., 


SEE HOW 


TOLEDOS 


STREAMLINE FOOD SERVICE 


In the newest addition to the progressive 
Decatur and Macon Cornty Hospital in Deca- 
tur, Illinois, Toledo Kitchen Machines help 
streamline operations and trim costs! For dish- 
washing, disposing and peeling, Toledos get the 
call in this well-planned hospital] installation. 


Whether your kitchen caters to small or 
large volume feeding, it’s easy to select just the 
right equipment for your layout and service 
needs from the wide line of Toledos. Choose 


Toledo dishwashers for advanced design in 


counter, door type, conveyor and conveyor pre- 

wash machines ... modern new Toledo food 
machines, and fast, san- 
itary Toledo disposers in 
a full range of sizes. 
Write today for new cat- 
alogs on Toledos to help 

save time, money 
and manpower in your 
kitchen. 


TOLEDO 


Nine Toledo 
are on the job at key 
work areas insure 
sanitation. 


Sy 
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Peoria, Ill. « Fabrication by Southern Equipment Co., St. Louis, Mo. 


Toledo Conveyor Dishwasher with Prewash keeps dishes 
and glasses sparkling clean. Automatic through wash and rinse 
cycles with high hourly production. _ 


Toledo Peeler, with Peel Disposer, provides fast, double- 
action peeling, and effortless disposal of peelings. Another 
Toledo Disposer, in comer, serves two sink areas. 


SCALE 


KITCHEN MACHINE DIVISION + 245 HOLLENBECK STREET, ROCHESTER, N.Y. 
Compan Line! 


a LA 
CHOPPERS 


CORPORATION 


DOOR-TYPE 
DISH WASHERS 


DISH W ASHERS 
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3rd WEEK SOUTH-SOUTHWEST SUMMER SELECTIVE CYCLE MENU 
(MENUS TO BE USED DURING JUNE, JULY AND AUGUST) 


breakfast noon 
Half Grapefruit Chicken-Rice Sou P Lemonade 
or Pear Nectar Broiled Rib Veal Chop (FS) or Baked Canadian Bacon Grilled Salisbury Steak with Sauteed Banana  . 
Oatmeal or Assorted Parsiey Buttered Potatoes (FS) or Cold Sliced Turkey, Ham and American with Potato Salad 
Soft Cooked Egg French Cut Green Beans (FS) or Braised Celery whip pped Potatoes (FS) 
Crisp Bacon Tomato Salad with Mayonnaise er Spiced Fruit Salad “ South Souffle a hon or Buttered ony el 
Strawberry Preserves Apple Pie (F) or Lime Sherbet (S) Tossed Salad with Roquefort Dressing or Melon Ring Salad 
Jelly Roll (FS) or ha Pineapple Cubes and Sugar Cookies 
Orange Juice Chilled Cranberry Juice Vegetable Soup 
or Applesauce Roast Turkey with Gravy (FS Sausa sage Links with Fried Apples or Creamed Eggs on Toast (FS) 
Whole Wheat Cereai or Fresh Fruit Plate with ge Cheese Baked Sweet Potato (FS) 
er Assorted Dry Tiny Browned Potatoes (FS) Leaf Spinach (FS) er Buttered Lima Beans 
Cereal Buttered Corn er Asparagus Spears (FS) Tomato Salad with Dressing 
_ Poached Egg— Shredded Lettuce Salad with French Dressing or Assorted Relishes or Peach and Grapefruit Sections on Endive 
os ag Bacon Gelatin Cubes with Custard Sauce (FS) or Kadota Figs German Chocolate Cake (F) or Sliced Bananas (S) 
rape Jelly 
“Orange juice Pepper Pot Sou Cream of Potato Sou 
or Sliced Bananas Baked Veal Croquettes with Gravy (FS) or Broiled Ham Slice — Stuffed Pork Cho (F) or Broiled Steak (S) 
Farina or Assorted Parsley Potatoes (FS) Southern Spoon Bread (S) 
Dry Cereal Five-Minute Cabbage (F) er Buttered Beets (S) French Fried Onions (F) or poy sets Aspa ee pot (S) | 
Soft Scrambied Egg — Pineapple-Cream Cheese Salad or Sliced Tomatoes on Lettuce Marinated Green Bean Salad ruit Nut Ball 
Crisp Bacon Crunchy Cereal ice Cream (FS) or Devil's Food Cake 1 with White Icing Fresh Strawberries with Cream | (Fy or or wee hae bas Squares (S) 


Red Currant Jelly 


Grape Juice "Tomato Bouillon Corn Chowder 

or Stewed Prunes Stewed Chicken with Homemade Noodles (FS) or Meat Loaf—Gravy Pot Roast of Beef with Tiny Whole Potatoes (FS) or Tamale Casserole 
Rolled Oats Cereal or French Fried Potatoes Buttered Broccoli (F) er Frozen Peas with Mushrooms (S) 

Assorted Dry Cereal Buttered Julienne Carrots (FS) er Frozen Lima Beans Cabbage Slaw er Congealed Fruit Salad 
Poached Egg - Apricot Salad or Head Lettuce with 1000 Island Dressing Apple Dumplings (F) or Raspberry Sherbet (S) 

Crisp Bacon Coconut Cream Pie (F) or Fresh Fruit Cup (S) 


Strawberry Preserves 
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Orange Juice a Old Fashioned Bean Soup Vegetable Sou \ 
or Cantaloupe Half Cottage Cheese Croquettes (F) or Baked Tenderloin Tips (S) Fruit Salad Plate with Fi Sandwiches (F) i 
Whole Wheat Cerea! ieshad Potatoes (S er Broiled Loin Lamb p (S) ! 
or Assorted Dry Stewed Tomatoes (F) or Baked Hubbard Squash (S) Duchess Potatoes ' 
Cereal Frozen Fruit Salad er Carrot Strips, Celery and Radishes Spinach with Ege Garnish (FS) or Corn on Cob ! 
Soft Scrambied Eggs Lemon Meringue Pudding (FS) or Fruit Ambrosia Tomato Aspic Salad or Cheese-Pickle Salad with Mayonnaise \ 
Crisp Bacon _ Macaroon Ice Cream (F) or Fresh Applesauce (S) ' 
Grapefruit Half Vegetable Cream of Chicken Soup wn 
or Prune Juice Baked Ham (F) or Baked Veal Cutlet in Sour Cream (S) Beef Stew with Dumplings (F) er Tuna-Noodle Casserole (S) i= 
Farina or Assorted Giazed Sweet Potatoes (FS) Seasoned Mixed Greens (F) or Buttered Peas with _ (S) = 
Dry Cereal Buttered Brussels Sprouts er Seasoned Wax Beans (FS) Tomato-Cottage Cheese Salad or Banana-Nut Salad ' 
Poached Egg Congealed Perfection Saiad or Tossed Salad with Bacon Dressing Pecan Pie (F) or Nectarines in — (S) | 9 
Crisp Bacon Chocolate Angel Food Cake (FS) or Royal Anne Cherries 3 
Orange Marmalade 
Pineapple Juice Chilled Fruit Juice Vegetable Soup i 
rozen Citrus Chicken a la Maryland (2 or Roast Rib of Beef (S) Mock Srommatiate (F) or Broiled Liver with Bacon (S) ; 5 
Sections Parsley New Potatoes ( Potatoes au Gratin (FS 
Oatmeal er Assorted Buttered Peas (FS) or Stuffed Onions Buttered Cauliflower (F) or Baked Acorn Squash (S) 
Dry Cereal _ Head Lettuce Salad with 1000 Isiand Dressing Orange-Avocado Salad with Cooked Dressing 
Soft Cooked Egg : or Apple-Celery-Nut Salad or Sliced Tomato Salad 
hs Crisp Bacon | Chocolate Ice Cream (FS) or Iced Watermeton Cherry Cobbler (F) or Iced Cupcake (S) 
ot Biscuits 
Grape Jelly 
(F)—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverage are to be included with each meal. j 
of Servings | Specifications, Amounts & Me. of Item, Specifications, Amounts & No. of Servings | | 
- 
iid Beer : FRESH FRUITS Radishes Bunch 1 doz. 
Ground Beef U. S. Good, 5 Ib. pkg. 30 Ibs. Apples Jonathan, 113s 2 boxes Squash, Acorn 7 Ibs. | 
Liver Steer, sliced 5 ibs. 20 | Avocado Ripe 4 only Squash, Hubbard 5 Ibs. 
© | Roast, Sirloin (B.R.T.) U. S. Choice 7 Ibs. Bananas Ripe _ 45 Ibs. Squash, Summer 20 Ibs. : 
“ | Round (Bottom) U. S. Standard 20 Ibs. 60 | Cantaloupe Crate, 45s 1 crate Tomatoes Repacked (5x6) 1 lug (30 Ibs.) |] 1 
rq Steaks, Sirloin Butt U. S. Choice, Grapefruit Seediess, 70s 2 boxes ; 
=|, 5 oz. each Ibs. 20 | Grapes Seediess 28 Ib. box 1 box FROZEN FRUITS \ 
3 ew U. S. Good 15 ibs. 60 | Lemons 1 doz. Apples Sliced. 8 Ib. can i 
Tenderloin Tip U. S. Good 7 Ibs. 20 | Melon, Honeydew Crate, 9s 2 crates 5-1 sugar 32 Ibs. ' 
LAMB Oranges 176s 1 box Cherries 5-1 sugar, pitted, 
Chose. tele U. S. Choice Pineapple, Fresh Box, 24s 6 only 8 Ib. can 16 Ibs. ! 
| 6 oz. each Bibs. 20 | Strawberries Quarts 6 qts. Grapefruit and Orange ' 
Watermeton 30-35 Ib. av. 30 Ibs. Sections 8 Ib. can . 16 Ibs. ! 
= PORK Orange Juice Con., 32 oz. can 6 cans ! 
= | Bacon, Canadian 5 ibs. FRESH VEGETABLES ; 
Bacon (Sliced) 24-26-1 Ib. 24 Ibs. Cabbage Bag 50 Ibs. 
Chops, Loin Grade A,4o0z.each 15 ibs. 60 | Carrots Topped, bag 50 Ibs. Spears, 2% Ib. pkg. 17% Ibs. 105 
S Ham (Pullman) Ready -to-eat 55 Ibs. Celery Pascal, 30s 1 doz. stalks Beans, Green Julienne, 2% Ib. pkg. 15 Ibs. 90 
| Sausage Links 12-1 Ib. 6 Ibs. y Decne. Une 
E Corn on the cob Bag, 50s bg bag 2% Ib. pkg. 5 ibs. 30 | 
VEAL Cucumbers 1 doz. I 
Chops, Rib U.S. Good, 5 oz. each 25 80 | Endive 
US 4 aro | y Broccoli buds 
Cutlets . $. Good, 4 02. eac S. 20 | Lettuce Head, 48s 2 crates b. pkg. 12% Ibs. 75] | 
Shoulder Ground U. S. Good 20 Ibs. 80 | Onions, Dry Yellow, bag 50 Ibs. | Brussels Sprouts a. ps pkg. 2% Ibs. 15]! 
20 Ibs. 60 | Onions, Green Bunch 1 doz. Cauliflower Buds, 2% Ib. pkg. Ibs. 
& : POULTRY Onions, Spanish type . 20 Ibs. Greens, Mixed 2% Ib. pkg. 10 Ibs. ' 
Fowl (Eviscerated) Grade A, 5 Ib. av. 50 Ibs. Parsley Bunch 1 doz. Peas 2% Ib. pkg. 17% Ibs. fon ' 
Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 32 Ibs. | Potatoes, Sweet. Hamper 50 lbs | Peasand Carrots. 2% Ib. pkg. 2% Ibs. 15] 
Fryers (Eviscerated) Grade A, 2% Ib. av. 62 Ibs. Potatoes, White Bag No. | 400 Ibs. | Spinach Leaf, 2% Ib. pkg. 20 ibs. 120 " 
| 
! 
! 
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Shannon West Texas Memorial Hospital, San Angelo 


Before You Buy Any Cart... 


No. 614 Stainless Steel Truck 
21” wide x 35” long x 34%" high 
Equipped with two 5” stationary. 
heavy duty ball-bearing casters 
and two 5” heavy duty swivel 
casters. 500-ib. load capacity 


BLOOMFIELD INDUSTRIES, INC. 


4546 W. 47th Street, Chicago 32, lilinois 


APRIL 16, 1959, VOL. 33 


\/ 


Check all these important features! 


Chassis—!s it a lightweight, flat steel 
frame or heavy duty angle steel? 

© Casters—Are they economy types or 
costly ball-bearing type with quality 
rubber tires and treated, hardened steel 
mountings and bearing surfaces? Are 
they oil-less? Are they noisy or hos- 
pital-quiet? 

® Soundproofing—!s each shelf scien- 
tifically sound-proofed with coating 
and board? 


© Seams—Are all seams and joints 
smoothly finished? 


© Alignment—Are steel uprights and 
shelves carefully aligned to prevent 
rocking"? 

® Bumpers—Are all corners protected 
on both sides? Are bumpers replace- 
able? 


® Push-Bar—!/s it permanently fastened? 
Is it rigid? Does it have exposed seams? 


Completely re-engineered from top to 
bottom with the user in mind, Bloom- 
field Clipper Carts give you more value 
~~ dollar than ever—because Bloom- 

eld engimeers have carefully analyzed 
all types of carts and all types of tood 
service operations in order to give you 
a cart that will always serve its func- 
tion best. 


The result is a modern line of carts 
that will outlast and outperform all 
other competitively priced carts. In 
fact, they are made to such high stand- 
ards of quality that Bloomfield guar- 
antees all welds for the life of the cart 
. . @ guarantee without equal in the 
industry! 

And Bloomfield finishes, too, are the 
new mark of achievement. Bright, 
gleaming and super-smooth, they 
really shrug off finger-marking, dirt 
and corrosion with ease. Have your 
dealer demonstate Clipper Carts to 
you today—there is one to fit every 
need. Available with capacities from 
200 to 500 Ibs. 


Visit our Booths Nos. A-19 to A-23 
NAT'L RESTAURANT SHOW 


THE BLOOMFIELD LINE | 


7 ‘In the Bloomfield line you will find more ha 
products devoted to better, faster, more profitabl 
food service. This concentration inone 


a 


fe 


ee of products designed with YOL in mind. _ 


try is especially important to you, as au 


the Bloomfield name is your guar 
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ACCOUNTING AND 
FINANCIAL 
MANAGEMENT 


General information manval; hospital 
accounting. This manual, by sug- 
gestion and example, is designed 
to acquaint hospitals with data 
processing equipment applications. 
Seven chapters cover: patient bill- 
ing and accounts receivable; 
payroll and personnel rec- 
ords; accounts payable; inventory 
control; financial control and state- 
ments; selective menu, and medi- 
cal records. International Business 
Machines Corp. Circle No. 1 on 
readers’ service card. 


General information manual; patient 
billing and accounts receivable at Barnes 
Hospital. Patient billing and ac- 
counts receivable at Barnes Hos- 
pital, St. Louis, with data proc- 
essing equipment are detailed. All 
steps are outlined in flow chart 


fuoduct 


SEE READERS’ SERVICE CARD ON PAGE 175 


ss Ma- 
read- 


form. International Busi 
chines Corp. Circle No. 2 
ers’ service card. 


Hospital medication injection costs. 
This is a report on a comparative 
cost study conducted in 1955 in a 
366-bed hospital comparing costs 
per injection of medications given 
by the conventional syringe-and- 


needle technique and by disposable | 


units. Wyeth Laboratories. Circle 
No. 3 on readers’ service card. 


Collect good will with the bills. 
Credit applications, third party 
agreements, collection policies, 
payment plans and other facets of 
hospital collection programs are 
reviewed. Included are five guide 
points for determining when to 
refer accounts to a_ professional 
collector. American Collectors As- 
sociation, Inc. Circle No. 4 on read- 
ers’ service card, 


Simplified accounting plans. Bro- 
chure describes patients’ account- 


ing, presenting both the multiple- 
copy columnar type of statement 
and the original statement-ledger 
with descriptions of charges. Use 
of the same accounting machine 
for payroll and governmental re- 
ports, accounts payable, outpa- 
tients’ accounts and the general 
ledger are also discussed. Bur- 
roughs Corp. Circle No. 5 on read- 
ers’ service card. 

Case histories No. 1097 and 1118. 
The first four-page outline reports 
on the system used at the Bishop 
Clarkson Memorial Hospital at 
Omaha for simplifying account 
collection. The second describes 
the streamlined patient record 
procedure installed at St. Antho- 
ny’s Hospital, Rock Island, Ill. 
Remington Rand. Circle No. 6 on 
readers’ service card. 


AUDIO-VISUAL 
ACTIVITIES 


Medical motion pictures. A folder 


WELL YOU'VE DONE YOUR 
GOOD DEED FOR TODAY. 


aa 


Beatie! | I KNOW THE DOCTORS ARE 
PLEASED WITH COZYME. 
It'S ROUTINE NOW FOR 
THE PREVENTION AND 


YOU MEAN cozvme HAs / 
IT REALLY DOES A VOB IN 


EASING POST-SURGICAL 
DISTENTION AND PAIN. 


le 


Fi 


CORRECTION OF 
ATONY 


a 
PARALYTIC ILEUS. 


Sess 
ITS WONDERFUL HOw 
COZYME RESTORES 
NORMAL PERISTALSIS 
IN A NATURAL AND 


PHYSIOLOGIC WAY. 


4 


~ 
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listing medical motion pictures 
that are available without charge. 
There is.no rental fee, transpor- 


tation charge, or payment of any | 


kind necessary. Wyeth Laborato- 
ries. Circle No. 7 on readers’ serv- 
ice card. 


Photography of gross specimens. This 
24-page, full-color booklet out- 
lines in detail the equipment, sen- 
sitized material, types of back- 
ground, preliminary planning and 
camera technique recommended 
for photography of gross speci- 
mens. The booklet, sold through 
dealers, costs 75 cents. Eastman 
Kodak Co. Circle No. 8 on read- 
ers’ service card. 


Audio-visual tools in teaching. A 
paper designed to assist the oper- 
ating room supervisor and clinical 


instructor in becoming better ac-. 


quainted with a variety of audio- 
visual tools and their application 
in the teaching of nurses. Ameri- 
can Cyanamid Co. Circle No. 9 on 
readers’ service card. 


Medical and surgical films. A listing 
of medical and surgical films avail- 
able to the medical profession and 
to hospitals. Eaton Laboratories. 


Circle No. 10 on readers’ service 
card. | 


Plastic protective surgical dressing. A 
new film release on the technique 
of using a plastic protective sur- 
gical dressing. The film shows the 
professional and the practical ad- 
vantages of using such a film. 
Aeroplast Corp. Circle No. 11 on 
readers’ service card. 


Surgical films. A 72-page catalog 


of surgical films giving brief de- 


scriptions of content, type, run- 
ning time, and release date. Order 
forms are included. American Cy- 
anamid Co. Circle No. 12 on read- 
ers’ service card. 


ENGINEERING AND 
MAINTENANCE 


Special faucets. This 64-page 
“sketch book” shows a complete 
array of special purpose water 
faucets, including a large num- 
ber of the types used in hospitals. 
Detailed dimensions and roughing- 
in data are given. Chicago Faucet 
Co. Circle No. 13. on readers’ serv- 
ice card. 


Floor care. Booklet offers a con- 


siderable amount of information 
on the proper care for various 
types of floor surfaces. Also avail- 
able is a folder dealing with the 
problem of dust resulting from the 
wearing away of concrete floors. 
Masury-Young Co. Circle No. 14 
on readers’ service card. 


Acoustical ceiling maintenance. 
Folder gives complete maintenance 
instructions that are necessary to 
keep acoustical ceilings attractive 
and to insure continued perform- 
ance. Armstrong Cork Co. Circle 
No. 15 on readers’ service card. 


Floor stain removal. A chart suit- 
able for mounting on the wall that 
gives instructions on removing 
eight types of stains from the var- 
ious types of resilient flooring ma- 
terial. Armstrong Cork Co. Circle 
No. 16 on readers’ service card. 


Painting information. Informative 
booklets on painting hardboard, 
painting new plaster, and using 
latex-based paints are available. 
The booklets are replete with help- 
ful hints and drawings. National 
Paint, Varnish and Lacquer As- 
sociation, Inc. Circle No. 17 on 
readers’ service card. 


THE RESULTS ARE OBVIOUS, TOO-THE 
PATIENTS ARE MORE COMFORTABLE 


AND MORE COOPERATIVE anv 
THEY'LL STAY THAT WAY, THANKS TO COZYME. 


il 
a 


| 


GOT TWO APPENDECTOMIES-A 
CAESARIAN AND A HYSTERECTOMY [==> 


IN HERE-ALL WERE GIVEN COZYME. 3S 
>> 
| 


Pharmaceutical Products Division of BAXTER LABORATORIES, INC. 
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Standby generator information. A 
group of small folders which de- 
scribe in semi-technical language 
some of the more prominent char- 
acteristics of electric generating 
plants. The information contained 
is not normally given in technical 
catalogs and explains for the lay- 
man some of the technical back- 
ground of this type of standby 
equipment. D. W. Onan & Sons, 
Inc. Circle No. 18 on readers’ serv- 
ice card. 


FOOD SERVICE 


Dishwashing. A booklet on modern 
dishwashing technology and a 
group of papers on subjects such 
as manual type detergents for gen- 
eral cleaning, effective odor con- 
trol, glass washing procedures, 
institutional brushes, etc., are of- 
fered. Klenzade Products, Inc. Cir- 
cle No. 19 on readers’ service card. 


Quantity recipes. A 42-page book- 
let containing 65 tested recipes 
featuring canned apple _ sauce, 
canned apple slices and apple 
juice; a folder containing 11 reci- 
pes using prunes, and a leaflet on 
nutrition facts about prunes. Flan- 


ley and Woodward, Inc. Circle No. 
20 on readers’ service card. 


Turkey cookery. This booklet gives 
in detail the steps needed in the 
preparation, cooking, and carving 
of turkey, and purchasing infor- 
mation including yields and the 
storage of cooked and uncooked 
turkey. Also available is a second 


booklet discussing the nutritional 


values of turkey. National Turkey 
Federation. Circle No. 21 on read- 
ers’ service card. 


Potato recipes. A folder containing 
recipes for preparing quantity 
servings of potatoes that have been 
cut in “chiplet” size and which are 
packed in cans and cartons. Rog- 
ers Brothers Food Products Divi- 
sion. Circle No. 22 on readers’ serv- 
ice card. 


Fats and oils. An eight-page book- 
let reports in lay terminology the 
known facts and assumptions 
about fat and its place in the diet. 
The booklet covers such subjects 


as the functions of fat in the hu- 


man body, causes of heart disease 
and arteriosclerosis, different kinds 
of fat, and the advisability of mak- 


ing diet changes to avoid coronary 
disease. Wesson Oil & Snowdrift 
Sales Co. Circle No. 23 on readers’ 
service card. 


Dishwashing and cleaning. This 12- 
page manual lists a wide variety 
of cleaning facts, problems, and 
questions. The information covers 


almost every cleaning problem that 


could arise in the hospital. The 
DuBois Co. Circle No. 24 on read- 
ers’ service card. | 


The convalescent diet. A folder dis- 
cussing what is needed in the con- 
valescent diet, and the role of milk 
in this specific type of diet. A 
number of recipes incorporating 
evaporated milk are_ inc'uded. 
Evaporated Milk Association. Cir- 
cle No. 25 on readers’ service card. 


Dinnerware. Basic fundamentals 
in the care and handling of all 
types of dinnerware are presented 
in a simple, easy-to-read chart 
that can be hung near a dish- 
washer. The booklet also discusses 
the advantages of plastic dinner- 
ware. Plastics Manufacturing Co. 
Circle No. 26 on readers’ service 
card. 


KARLSON 


pbutomatic 


WATER CONDITIONER 


ALWAYS 


AUTOMATIC 
MATER CONDITIONEE 


1550 GRAND AVE 
WAUKEGAN, Hit | 


effectively eliminates 
scale deposits and 
corrosion in Coffee Urns, 
Ice Cubers, Water Towers, etc. 


CRYSTAL CLEAR WATER 
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This unit automatically releases the prop- 
er amount of KARLSONITE* into the water 
to eliminate the scaly deposits that cause 
trouble in your coffee making equipment, 
ice cubers and water towers. 


KARLSONITE* permanently suspends and 
inactivates all elements that would cause 
trouble-making deposits in your equip- 
ment. It is harmless to all metals and pre- 


vents corrosion and pitting and will not 
build up sludge deposits. 


The KARLSON AUTOMATIC WATER CON- 
DITIONER is automatic, has no moving 
parts, and requires no maintenance aside 
from an occasional replacement of the 
KARLSONITE* cartridge! 


Coffee urns and ice cubers require less 
cleaning with this unit in the line. 


Get full details. Phone or write. 


STILES-KARLSONITE CORPORATION 


1558 GRAND AVENUE 
*Reg. U. S. Patent Office 


WAUKEGAN, ILLINOIS 


WATER CONDITIONING COMPOUNDS AND EQUIPMENT 
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HOSPITAL 
INFECTIONS 


Air hygiene for hospitals. Control of 
microorganisms transmitted by air 
through air conditioning systems 
is thoroughly discussed. Research 
findings related to “scrubbing,” 
washing, and humidity control of 
circulated air with lithium chlo- 
ride are detailed. Surface Com- 
bustion Corp. Circle No. 27 on 
readers’ service card. 


infectious hepatitis. Reprint of an 
article on infectious hepatitis that 
points out that nurses can be an 


important factor in controlling the 


incidence of the disease whose 
cause is frequently the over- 
worked syringe and needle. Wyeth 
Laboratories. Circle No. 28 on 
readers’ service card. 


Staphylococcus infection. Copy of an 
address by Dr. Carl W. Walter on 
one of the major problems facing 
today’s hospitals. Johnson & John- 
son. Circle No. 29 on readers’ serv- 
ice card. 


infection control in hospitals. This 
brochure presents a suggested out- 
line for an over-all control of in- 
fections in hospitals. Techniques 
and products are detailed. Hunt- 
ington Laboratories, Inc. Circle 
No. 30 on readers’ service card. 


Hepatitis. A well documented dis- 
cussion of -hepatitis that reviews 
terms, mode of transmission, dif- 
ferences between infectious hepa- 
titis and serum hepatitis, and the 
question of syringes and needles 
in spreading the disease. Wyeth 
Laboratories. Circle No. 31 on 
readers’ service card. 3 


HOUSEKEEPING 


Building and equipment sanitation 
maintenance. Detailed 62-page book- 
let analyzes sanitation and main- 
tenance under eight chapter head- 
ings. Included are discussions of 
types of cleaning materials, selec- 
tion of cleaners, organization of 
cleaning programs and determi- 
nation of cleaning costs. Hunting- 
ton Laboratories. Circle No. 32 on 
readers’ service card. 


How good does a disinfectant have 
to be. This is a brief review of 
general types of disinfectants com- 
monly used in hospitals with eval- 
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NO HAZARD HERE 


from storms 
causing power failure! 


Kohler Electric Plant 
Safeguards Memorial Hospital 


A 50 KW Kohler electric plant 
in this Sheboygan, Wisconsin 
hospital is ready to take over 
critical loads automatically —in 


emergencies when regular power 
fails. Equipped with transfer 
switches and transformers, the 
plant will supply electricity for 
115/230 volt single phase and 
230 volt 3 phase normal service 
—insuring use of equipment 
vital to patients’ care. 

Kohler electric plants are 
thoroughly engineered package 
units, designed for specific pur- 
poses. They have all necessary 
features for easy installation, 
quick starting, quiet operation, 
minimum maintenance. Sizes to 
100 KW, gasoline and diesel. 
Write for folder D-6. 


Model 50R51, 50 K W, 230 volt, 
3 phase, AC. 


KOHLER CO. Established 1873 KOHLER, WIS. 


Electric Plants 


KOH LER or KOHLER 


ameled Iron and China Plumbing Fixtures + Brass Fittin 
Air-cooled Emgines Precision Controls 
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uations of their effectiveness in 
various uses. Lehn & Fink Prod- 
ucts Corp. Circle No. 33 on read- 
ers’ service card. 


Routine maintenance of resilient floors. | 


Brochure is a section of a methods 
manual dealing with treated-towel 
sweeping and damp mopping of 
resilient floors. Procedures and 
equipment needs are discussed. 
Callaway Mills, Inc. Circle No. 34 
on readers’ service card. 


LAUNDRY 


Handling soiled linen. A four-page 
folder underlining some bad tech- 


niques in the handling of soiled 
linens. The proper technique for 
the gathering and disposal of soiled 
linen is also treated. The Hartford 
Co. Circle No. 35 on readers’ serv- 
ice card. 


Laundry equipment. A catalog show- 
ing the types of equipment nec- 
essary for all sizes of hospitals. 
Operation of each piece of ma- 
chinery is briefly explained. Amer- 
ican Laundry Machinery Co. Cir- 
cle No. 36 on readers’ service card. 


NURSING 


Manual of surgical sutures and liga- 


MISS PHOEBE 


“Imagine — just because he punctured Old Ironsides 
he thinks he’s a match for an E & J chair!” 


NO. 26 IN A SERIES 


Everest & Jennings chairs are built to 

“take it.” Underneath that gleaming 

triple-chrome finish is performance that 
can not be imitated—construction that simply refuses 

to wear out. For genuine wheel chair economy over 

the years, it pays to buy Everest & Jennings 
chairs today. 


Specify EVEREST & JENNINGS chairs 


EVEREST &@ JENNINGS, 


for your hospital 


18O3S3 PONTIUS AVE... LOS ANGELES 25, CALIF. 
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tures. Purchasing agents as well 
as those with operating room re- 
sponsibilities will be assisted by 
the information presented. Chapter 
headings of specific hospital ap- 
plication relate to varieties of su- 
tures available, storing and steri- 
lizing, and preparation of sutures 
at the operating table. Ameri- 
can Cyanamid Company—Surgical 
Products Division. Circle No. 37 
on readers’ service card. 


The processing of nursing bottles. 


This is a 1959 revision of a pub- 


lication brought out first in 1950. 
Formula room layouts, equipment 
recommendations and procedures 
are discussed in detail. The South- 
Manufacturing Corp. 
Circle No. 38 on readers’ service 
card. 


Why all-patient identification? Four- 


- teen motivating considerations be- 


hind the establishment of a sys- 
tem for physical identification of 
all patients are explained. Frank- 
lin C. Hollister Co. Circle No. 39 
on readers’ service card. 


inhalation therapy handbook. This 


64-page book is a detailed refer- 


ence on use and maintenance of 
inhalation therapy equipment. 
Safety rules and descriptions of 
administration techniques are in- 
cluded. National Cylinder Gas Di- 
vision—-Chemetron Corp. Circle 
No. 40 on readers’ service card. 


Lesson plan—obstetrical presentation 
and position. This is one of several 
lesson plans available for use by 
nursing school instructors. Included 
are wall charts to illustrate the 
textual material detailing the cate- 
gories of presentations. Ross Lab- 
oratories. Circle No. 41 on readers’ 
service card. 


Lecture series on sterilization. Four 
lectures of the first Becton, Dick- 
inson lectures on sterilization are 
reproduced. These were presented 


as part of the curriculum in bac- 


teriology at Seton Hall College of 
Medicine and Dentistry. Chemical, 
gaseous and heat sterilization are 
discussed in detail. Becton, Dick- 


| inson and Co. Circle No. 42 on 


readers’ service card. 


Care is important. The purpose of 
the manual is to give users a bet- 
ter working knowledge of how 
hypodermic syringes and _ allied 
products are made, how they func- 
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tion and how they should be cared 


for and handled. Becton, Dickin- | 


son and Co. Circle No. 43 on read- 
ers’ service card. 


Making baby's formula. Pamphlet 
developed for distribution to ob- 
stetrical patients outlines step-by- 
step procedure for terminal-heat- 
method sterilization of formulas in 
the home. Evaporated Milk Associ- 
ation. Circle No. 44 on readers’ 
service card. 


New method for collecting urine 
samples in infants. This reprint from 
Plastic and Reconstructive Surgery 
describes a urine collecting tech- 
nique employing a new type poly- 
ethylene pouch. This technique 
permits recording of fluid output 
of infants, previously possible only 
by catheterizing. Sterilon Corp. 
Circle No. 45 on readers’ serv.ce 
card, | 


The total care of your mastectomy 
patient. New brochure is an abridg- 
ment of a text by Edward F. Lewi- 
son, M.D., of the faculty of Johns 
Hopkins University. The booklet 
lends itself to classroom teaching 
because it clearly outlines the 
pertinent role of the nurse in the 
post-operative care of: the mas- 
tectomy patient. Identical Form, 
Inc. Circle No. 46 on readers’ serv- 
ice card. 


Decubitus ulcers. Two articles re- 
printed from the American Jour- 
nal of Nursing report on the use of 
an alternating pressure pad and 
a plastic spray as useful adjuncts 
to nursing care in the prevention 
and treatment of decubitus ulcers. 
Aeroplast Corp. Circle No. 47 on 
readers’ service card. 


PLANNING 


Facts and data on resilient floors. 
Twelve factors to consider when 
purchasing resilient flooring ma- 
terial are outlined. While discussed 
in terms of one company’s prod- 
ucts, it is a valuable guide for 
evaluating all brands. Extra fea- 
ture is a brief outline for writing 
specifications and installation con- 
tracts. Congoleum-Nairn, Inc. 
Circle No. 48 on readers’ service 
card. | 


Color dynamics for hospitals and in- 
stitutions. Booklet discusses color 
values in interior decorating and 
provides many four-color _illus- 
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Automatic Parking System [i 


will easily 
parking problem 


FLEXIBLE OPERATION 


These control types give you a 
' choice of individual or combina- 
tion of controls to fit your needs. 


You have full control of parking, day and night 
with PARCOA— 

e You do it at low cost 

e You have the finest operating equipment 


Efficient performance is built in by parking 
specialists who have provided— 

e for smooth, safe, fast parking—no confusion 

e for operation without costly maintenance 

e for operating flexibility and dependability 
PARCOA is the pioneer in automatic parking 
systems and the recognized leader today. PARCOA 
engineers can install a parking system fitted to 
your specific needs with the overall installation 
based on the many successfully operating PARCOA 
automatic parking systems. Find out how PARCOA 
parking gates can solve your problems. Write for 
Bulletin No. 580. 
Choice territories available. Distributor inquiries 
invited. 


A few of the hospitals that have solved their 
parking problems with PARCOA. 


Buffalo General Hospital, 
Buffalo, New York 
California Hospital 
Los Angeles, California 
Children’s Memorial Hospital 
Chicago, Illinois 
Columbia Hospital, 
Milwaukee, Wisconsin 
Doctors Hospital, 
Columbus, Ohio 


CODED CARD-KEY 


for cars parking 
on monthly or 
reserved basis. 


‘COIN OPERATION 
for controlled transient 
parking 


TICKET ISSUING 
SYSTEM 


for merchants re- 
stricted free parking 
service. 


Akron City Hospital, 
Akron, Ohio 

Allegheny Valley Hospital, 
Tarentum, Pennsylvania 

Arkansas Baptist Hospital 
Little Rock, Arkansas 

Baptist Memorial Hospital 

an Antonio, Texas 


University Hospital, 
allas, Texas 


PARCOA 


m JOHNSON FARE BOX COMPANY ¢ Subsidiary of BOWSER, INC, 
(since 1909 4613 North Ravenswood Ave., Chicago 40, Illinois Telephone: LOngbeach 1-0217 
DISTRICT FIELD OFFICES: NEW YORK: 420 Lexington Ave., New York 17, N.Y. BOSTON: 
25 Southwest Park, Westwood (Bioston Suburb), Mass. CLEVELAND: 4209 W. 150th St., 


Cleveland 11, Ohio. SAN FRANCISCO: 468 Ninth Street, San Francisco 3, Calif. DALLAS: 
1706 Hinton, Dallas 19, Texas. 


SALES AND SERVICE OFFICES IN OTHER MAJOR CITIES LISTED UNDER BOWSER, INC, 


TIME-DATED 
TICKET 
DISPENSER 


for automatic self serv- 
ice in merchant partic- 
ipation parking. 
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trations of color handling in vari- 
ous hospital areas. Pittsburgh 
Plate Glass Co. Circle No. 49 on 
readers’ service card. 


Planning a diagnostic x-ray swuite. 
Three sections of a new x-ray de- 
partment planning book cover one, 
two, and four-room diagnostic 


x-ray suites. Each section is a fact . 


filled treatise complete with lay- 
outs, wiring diagrams, electrical 
specifications, and construction de- 
tails. Picker X-Ray Corp. Circle 
No. 50 on readers’ service card. 


Hospital communication systems for 
better patient core. Brochure reviews 
general values and applications 
for several types of intercom and 
patient monitoring systems. Ex- 
ecutone, Inc. Circle No. 51 on 
readers’ service card. 


Surgical instrument list for a general 
hospital. Heads of surgical services 
and purchasing agents have, in 
this booklet, a basic list of stand- 
ard instruments adequate for 
general use in equipping a new 
installation or department. Quanti- 
ties are suggested for a single 
operating set-up in such a way 


that each grouping can be con- 
veniently increased as the size of 
the department indicates. Lists are 
grouped according to fields of 
surgical practice. V. Mueller and 
Company. Circle No. 52 on readers’ 
service card. | 


Listening for color. Beautifully illus- 
trated, generously detailed and 
well-written, this study of color 
use in the business office is a book- 
let that will inspire any adminis- 
trator, designer or architect. The 
title and theme relate to the pre- 


mise that music and color are 


subtly similar. In so presenting the 
material, the reader is treated to 
a vibrant symphony. Wood Office 
Furniture Institute. Circle No. 53 
on readers’ service card. 


Pianned lighting and sound condition- 
ing. Correct lighting for various 
areas of business offices are de- 
tailed. Material is presented in 
nontechnical language but with 
sound considerations that should 
be part of the planning. A briefer 


second section explores the values 


of sound conditioning. Wood Office 
Furniture Institute. Circle No, 54 
on readers’ service card. 


hospital floor mopping 
at LOWER COST... 


«+. when you specify Geerpres Mop Wringers 
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for mops to 36 oz 


Try a Geerpres wringer and you'll know 
why maintenance men prefer them to 
ordinary mop wringers. 

They make a tough job easier because 
of powerful, controlled squeezing action 
that wrings mops dry in a single oper- 
ation. Patented design eliminates splash- 
ing once-cleaned floors. Moving is effort- 
less because of ball-bearing, rubber 
casters. 

Not only do you save costly labor time, 
but premium quality materials and con- 
struction —such as exclusive corrosion- 
resistant electroplated finish—assure long 
service life. Mops last longer, too, without 
twisting or tearing. 

See your jobber, or write for free cata- 
log listing all sizes and types, accessories, 
and hints for more efficient mopping. 


wet, 


PO BOX 658, MUSKEGON, MICH. 


Scientific application of color to hos- 
pitals. Kit of planning guides speci- 
fies colors to use in various hos- 


pital areas to promote patient 


morale and improve staff efficiency. 
Included is a brochure explaining 
the value of using color and a 
group of functional paint color 
standards. Colorizer Associates. 
Circle No. 55 on readers’ service 
card. 


Estimating kit for standby power re- 
quirements. Featured, among other 
planning data, is a power require- 
ments guide for hospitals ranging 
from 20 to 600 beds. A form for 
analyzing load requirements is 
included. Allis-Chalmers. Circle 
No. 56 on readers’ service card. 


Parking techniques. Booklet is a 
guide for designing parking lots of 
varying sizes. Nineteen diagrams 
show space allocations, using the 
three common parking angles—45, 
60 and 90 degrees. Minimum and 
optimum dimensions for each ar- 
rangement are outlined. Harris 
Barrier, Inc. Circle No. 57 on 
readers’ service card. 


SAFETY 


Radiological waste disposal. The 
brochure discusses radioactive 
waste disposal and emphasizes 
radiological safety as well as capi- 
tal and operating cost savings 
through the use of an efficient dis- 
posal system. Nuclear Science and 
Engineering Corporation. Circle 
No. 58 on readers’ service card. 


Fire extinguishing equipment main- 
tenance. The handbook outlines the 
various procedures for maintain- 
ing, protecting, recharging, and 
inspecting fire extinguishing 
equipment commonly’ used 
throughout the hospital field. Fire 
Equipment Manufacturers’ Associ- 
ation, Inc. Circle No. 59 on readers’ 
service card. 


Fire extinguishers and how to use 
them. Illustrated posters showing 
the various types of fire extin- 
guishers and describing the use of 
five basic types, and why each 


specific one is used. Walter Kidde 


& Company, Inc. Circle No. 60 on 
readers’ service card. 


GENERAL 


Simplified record-keeping. Five case 
histories describing and _illus- 
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trating how hospitals have utilized 
charts, shelving, business machines 
and systems to do a more efficient 
job of keeping patient records. 
Remington Rand, Division of 
Sperry Rand Corp. Circle No. 61 
on readers’ service card. 


Disposable-unit injections. Reprint of 
a paper describing an investigation 
of the possibility of hospital phar- 


macies preparing non-competitive. 


disposable-unit injectable products 
for intramuscular and subcutaneous 
use in the hospital. Wyeth Labora- 
tories, Inc. Circle No. 62 on read- 
ers’ service card. 


_ Psychiatric tests and terminology. The 
booklet outlines tests that have 
been used in psychiatric training 
as well as more than 200 terms 
often mentioned in_ discussing 
psychiatric cases. Schering Corpo- 
ration. Circle No. 63 on readers’ 
service card. 


Blood collection. A 27-page booklet 
detailing the use of this blood pack 
unit in the collection of whole 
blood and for its convenient, sterile 


separation into plasma, platelets, © 


and red cells for specific therapy. 
Fenwal Laboratories. Circle No. 64 
on readers’ service card. 


Diagnostic applications of radiciso- 
topes. The booklet describes the 
common .applications of radioiso- 
topes in diagnosis including the 
typical procedural steps of the 
specific test and the results that 
should be noted. Charts and refer- 
ences are also included. Nuclear- 
Chicago Corporation. Circle No. 65 
on readers’ service card. 


Blood bank publicity kit. The kit 
contains information such as how 
to publicize your blood bank pro- 
gram, how to write feature stories 
and fillers for newspapers on the 
program, hints on getting your 
message on radio and TV stations, 
and forms to order pamphlets and 
cards for use in the blood bank 
program. Fenwal Laboratories. 
Circle No. 66 on readers’ service 
card. 


Key control system. An instruction 
manual designed to assist in set- 
ting up a key control system. In- 
cluded with the manual -is a guide 
for estimating key control system 


capacities for hospitals. P. O. . 


Moore, Inc. Circle No. 67 on read- 
ers’ service card. 
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FOR CARE IN THE-HOSPITAL ... 


MORE DOCTORS ADVISE IVORY 


THAN ANY OTHER SOAP! 


MILD, EFFICIENT, ECONOMICAL —for years and years 
Ivory has enjoyed the respect and confidence of the medical pro- 
fession. It is the soap that is used for care in the hospital as well as 
for care at home. 

Ivory’s rich, abundant lather cleanses thoroughly, yet is so mild 
that it’s safe for even a baby’s tender skin. 

If you aren't using Ivory in your institution, give it a trial. You'll 
find it efficient and economical to use. 


PROCTER & GAMBLE 


P.O. Box 599, Cincinnati 1, Ohio 
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less nursing time, fewer 
to stimulate and protect the 


during corticosteroid 
start...alternate... 


with new, painless, intramuscular 


the most prolonged, physiologic adrenocortical stimulant 


(fine, aqueous suspension; flows freely through a 26-gauge hypodermic needle ) 
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injections...no i.v. set-up 


adrenal cortex Corticosteroid therapy has been vastly im- 


proved by the newer synthetic hormones, but 
while side-effects have diminished, profound 
depression of the adrenal cortex by these 
potent compounds must still be guarded 
against. Therefore, whatever systemic corti- 
costeroid is prescribed, routine intramus- 


| | 
therap y e cular administration of CORTROPHIN-ZINC is 


indicated 


terminate 


1. At the start 
2. During rest periods — 


3. At the end -~—(until cortical function is 
restored )? 


CoRTROPHIN-ZINC is electrolytically pre- 
pared, of unsurpassed purity, virtually free 


of foreign-protein reactions; need not be 
heated or otherwise prepared for administra- | 
tion, and is 
1. “*... more potent and longer acting than * 
gel ACTH.” | 


; 2. “Preferred”... because it is a free-flow- 
ing substance that can be injected in a 


very small gauge needle.” And 


3. “Produces a more prolonged hormone 


effect than other previously available 


repository 


Peak response from the functional adrenal 


Stimulate the adrenal cortex cortex is stimulated within two hours of the 


Guard against cortical atrophy first injection of CorTROPHIN-ZINC and the 
| ACTH effect of this unique, free-flowing in- 


Provide plasma steroid levels 
tramuscular corticotropin may persist for 


equal to i.v. ACTH infusion *; 


several days. 


CorTROPHIN-ZINC:5-cc. vials,400r20U.S.P. 
units/ec; l-ce. ampuls, 40 or 20 U.S.P. 
units with sterile disposable syringes. 


1. Geller, J., et al.: J..Clin. Endocrinol. & Metab., 

17:390, 1957. 2. Thorn, G. W.: New Engl. J. Med., 

248 :232, 1953. 3. Siegel, S. C.: Lederle Symposium 
Orange, N. J. Report, / :43, 1958. 


*Except when absorption does not occur with circulatory failure. 
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Medical care reference 


READINGS IN MEDICAL CARE. Associa- 
tion of Teachers of Preventive 
Medicine, Committee on Medical 
Care Teaching. Chapel Hill, Uni- 
versity of North Carolina Press, 
1958. 708 pp. $6.50. 

Although it is designed as a text 
for teaching preventive medicine, 
Readings in Medical Care serves 
the more casual reader as a com- 
prehensive library of papers deal- 
ing with major aspects and 
problems in the provision and dis- 
tribution of medical care. 

The text is composed of schol- 
arly studies of specific subjects— 
the results of research by authori- 
ties in the field. A liberal sprin- 
kling of statistical data provides 
an excellent presentation for per- 
sons seeking factual information 
in a condensed form. The editors 
have performed a monumental 
task in reviewing an-endless pa- 
rade of papers and selecting those 
with vital contributions for this 
book. 

Despite the apparent compre- 
hensive nature of this text, a no- 
table omission is the absence of a 
complete description of the im- 
portant role played by the hospi- 
tal administrator. Nevertheless, 
the administrator will undoubt- 
edly find many of his problems 
and functions well defined. 

There can be no question of the 
value of these studies as reference 
material for the hospital admin- 
istrator. Even the most sophisti- 
cated administrator will find arti- 
cles containing useful information 
or viewpoints when he is faced 
with the need to cite a reference 
to validate a decision or to par- 
ticipate in a discussion on the dis- 
tribution or cost of medical care. 
The material ranges from the sim- 
ple matter of “a definition of 
health” to the complicated analy- 
sis of “ability to pay for medical 
service.” 

There seems to be an unfortu- 
nate number of “out-dated” pa- 
pers within the body of the major 
sections, with numerous references 
to activities which no longer exist. 
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This should not serve as an in- 
dictment of the entire book, nor 
should the reader feel that the 
dated material has no contribution 
to today’s knowledge. 

Readings in Medical Care should 
be a valuable asset to the library 
of every hospital administrator 
interested in those factors which 
influence the scope and operation 
of his hospital, and who has an 
interest in providing total medical 
care to the people served by his 
hospital. For this administrator, 
the book well fulfills its intended 
purpose of furnishing a compre- 
hensive text in medical care. 
—-HAROLD BAUMGARTEN JR., assist- 
ant professor, administrative medi- 
cine, Faculty of Medicine, Colum- 
bia University. 


The business of parking 


PARKING. Geoffrey Baker and Bruno 
Funaro. New York, Reinhold, 1958. 
202 pp. $9.50. 

Automobile parking is big busi- 
ness. Nearly every family in the 
United States owns at least one 
car, which is used about 500 hours 


annually. For the remaining 8260 


hours, it is parked somewhere. 

Most parking problems arise 
from the practice of driving to 
“work”. Shoppers. account for 
approximately 6 per cent of the 
parking lot business in larger cities 
and 10 per cent in smaller towns. 
According to the authors of this 
book, habits of the American peo- 
ple will not change in the foresee- 
able future. 3 

Parking is an aspect of traffic 
and transporation. This volume is 
designed as a handbook for archi- 
tects, engineers, town planners, 
merchants, bankers, city officials, 
and members of planning, zoning 
and parking commissions. 

The work contains photographs 
and plans of parking lots, ramp 
garages, parking decks, under- 
ground garages and elevator gar- 
ages. Examples are drawn from 
large cities and small towns. There 


for maximum turnover 


The business of parking 
A polemical pair 


is a special 10-page section of 
easy-to-use diagrams and tables. 
These show parking patterns and 
stall sizes for most advantageous 
use of a given site under various 
parking conditions. 

There is no special treatment of 
hospital parking problems. How- 
ever, most hospital parking space 
probably is used by medical staff © 
and emloyees, rather than by am- 
bulatory patients and visitors. 

The long-term parker (8 hours 
or more) is the counterpart of the 
long-term hospital patient. Owners 
of parking lots and garages strive 
among 
their clients. Conversely, the 
monthly or all-day parker is a 
stable source of revenue, since he 
is always full-pay. : 

The opening chapter, 
There is a Parking Problem”, is a 
well-written and informative dis- 
cussion of progress and expansion 
in the use of automobiles, and of 
the problems that have arisen be- 
cause people like to be transported 
in their own cars.—C. RUFUS 
ROREM, executive director, Hospi- 
tal Council of Philadelphia. 


A polemical pair 


THE Doctor BUSINESS. Richard Car- 
ter. Garden City, N.Y., Doubleday, 
1958. 283 pp. $4. 

BEFORE We SLEEP. Hank Bloomgar- 
den. New York, Putnam, 1959. 246 


pp. $3.95. 

Richard Carter likes practically 
nothing about the American Med- 
ical Association and says so in 
The Doctor Business. Hank Bloom- 
garden limits his look in Before 
We Sleep to the matter of the 
AMA and medical research but he 
likes what he sees even less than 
Mr. Carter. Both books suffer from 
an overdose of choler. In Mr. 
Bloomgarden’s case, it is fatal. 

Mr. Carter writes exceedingly | 
well, so well in fact that one 
scarcely realizes that he is as slav- 
ish in his devotion to a group prac- 
tice remedy for all medical service 

(Continued on page 170) 
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Nurse aide easily scoops out flaked ice from 
waist high bin of Scotsman Super Flaker ice 
machine. Note compact size. 


Clean, pure Scotsman ice is ohaaa available 
for use in ice bags and for other patient needs 
at Chicago Wesley Memorial Hospital. 


AUTOMATIC ICE MACHINES 
World’s Largest Line + World’s Largest Se//er 
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Almost every floor at Chicago Wes- 
ley Memorial Hospital is equipped 
with a modern Scotsman ice machine! 

In this up-to-date 700 bed hospital, 
12 Scotsman ice machines solve many 
problems. Formerly, the hospital had 
its own central “‘ice house’’ where ice 
was frozen and shaved. Now Scots- 
man Flakers and Cubers provide a 
dependable ‘every floor’’ source for 
crystal clear, pure ice. There is no 
danger of contamination—ice does 
not have to be touched by hand! 
Waste of ice supplies is virtually 
eliminated and savings are ‘‘appre- 
ciable,”’ officials say. 


| 


Scotsman Super Cubes efficiently chill milk car- 
tons in the hospital cafeteria. Cubes are big, 
round, solid for long cooling. 


AT CHICAGO WESLEY MEMORIAL- 


SCOTSMAN 
ICE MACHINES 


Save Steps, 
Save Labor, 
Cut Costs! 


From 11 diet kitchens on patient. 
floors, Scotsman Super F lakers pro- 
vide ice around the clock. Ice is used 
constantly for ice packs, body swell- 
ings and the patient’s general comfort. 
Beverages are chilled and fruits and 
salads are bedded in ice. An addi- 
tional Scotsman Super Cuber provides 
big, round, ice cubes as required. 

Scotsman ice machines have earned 
the approval of Wesley officials and 
many other hospitals executives as a 
dependable source of pure ice that 
costs as little as 8¢ a hundred pounds. 
If you use ice in quantity, you need 


' Scotsman ice machines. 


A bed of Scotsman Super Flakes keeps salads 
crisp, cold, attractive in the Chicago Wesley 
Memorial hospital cafeteria. 


NAME 


Make your own SCOTSMAN ice for as little 
as 8¢ per 100 Ibs! Send for FREE 44-page 
booklét, ‘‘How To Use Ani Ice Machine."’ 


ADDRESS 


CITY 


STATE 


MAIL TO: 


SCOTSMAN ICE MACHINES 

Queen Products Division, King-Seeley Corporation 
104 Front Street, 
EXPORT OFFICE: 15 Williams St., 


Albert Lea, Minnesota 
New York, N. Y. 
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Chest examinations of the very young call for 
careful preparation. Fast screens, efficient 
filters, proper coning, correct distance, higher 
kv ...all are necessary. Then, with the aid 

of the fastest medical x-ray film available 
—Kodak Royal Blue—exposures to the patient 


ean be reduced to the minimum. 


Order Kodak Royal Blue from your Kodak x-ray dealer 
EASTMAN KODAK COMPANY, 


| Medical Division, Rochester 4, N.Y. 
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personnel changes 


@ Charles W. Arends has been ap- 
pointed administrator of Prescott 
(Ariz.) Community Hospital. He 
was formerly administrative | as- 
sistant at University Hospital, 
Ohio State University, Columbus. 
Mr. Arends is a graduate of the 
Washington University program in 
hospital administration. He suc- 
ceeds Wesley D. Burch, who has been 
appointed administrator of Jane G. 


Phillips Memorial Hospital, Bart-. 


lesville, Okla. 


@ James Lb. Ambrose has been ap- 
pointed administrator of Piedmont 
(Ala.) Hospital. He was a former 
administrator of Doctors Memorial 
Hospital, Perry, Fla., and Okaloosa 
Memorial Hospital, Crestview, Fla. 
Mr. Ambrose is a graduate of the 
Georgia State College of Business 
Administration program in hospi- 
tal administration. 


@ Elvin D. Arnoldy has been ap- 
pointed administrator of Kaiser 
Foundation Hospital, Richmond, 
Calif. He was formerly with the 
Kaiser Foundation in San Fran- 
_ cisco. Mr. Arnoldy succeeds Colin 
W. Griffiths, who has been appointed 
administrator of Marshall Hospi- 
tal, Placerville, Calif. Marshall 
Hospital is scheduled to be opened 
this June. 


@ |. Ellis Behrman has announced his 
retirement from the position of di- 
rector of Newark, (N.J.) Beth 
Israel Hospital, effective Aug. 1. 
He has been affiliated with the 
hospital for 28 years and has been 
its director since 1936. 


@ Paul A. Bjork has been appointed 
administrator of Oak Ridge 
(Tenn.) Hospital. He was formerly 
administrator of Community Gen- 
eral Hospital, Sterling, Ill., and 
assistant administrator of Kenosha 
(Wis.) Hospital. Oak Ridge Hos- 
pital, formerly operated by the 
Atomic Energy Commission, is to 
be operated by the Methodist 
Church, as the result of a com- 
munity election held Nov. 4, 1958. 


@ Wesley D. Burch (see Arends item). 


@ Frank Ceruzzi has been appointed 
assistant administrator of the Wake 
County Hospital Authority, Ra- 
leigh, N.C. He was formerly ad- 
ministrator of Davie County Hos- 
pital, Mocksville, N.C. Mr. Ceruzzi 
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is a graduate of the Medical Col- 
lege of Virginia program in hospi- 
tal administration. The authority 
operates four branch hospital units 
in the county. 


@ Mary £. Donahve and Jerome R. 
Sapolsky have been appointed as- 
sistant directors of Malden (Mass. ) 
Hospital. Miss Donahue was for- 
merly director of education at the 
Malden Hospital School of Nurs- 
ing; she holds a master’s degree 
in education from Boston College. 

Mr. Sapolsky was formerly ad- 
ministrative assistant at Beth Is- 
rael Hospital, Boston. He is a 
graduate of the Yale University 
program in hospital administra- 
tion. 


‘@ William W. Fellow, M.D., has retired 
as assistant chief medical director 
for planning of the Veterans Ad- 
ministration, Washington, D.C. He 
was formerly manager of VA hos- 
pitals in Albany, N.Y., and Chi- 
cago. 


@ Sergeant Major Gladys Fredericksen 
has been appointed administrator 
of the Martha Washington Home 
and Hospital, Wauwatosa, Wis. 
She was formerly administrator of 
the Salvation Army Booth Memo- 
rial Hospital, Chicago. She is suc- 
ceeded at Booth Memorial Hospital 
by Sergeant Major Gunborg L. Fugel- 
sang. 


@ Ray B. Goetze has been appointed 
assistant administrator of St. 
Mary’s Hospital, Kankakee, Ill. He 
had _ previously 
served in ad- 
ministrative ca- 
pacities at St. 
Joseph Mercy 
Hospital, Auro- 
re, ii. ened 
Highland View 
Hospital, Cleve- 
land. Mr. Goetze 
is a graduate of 
the St. Louis 
University pro- 
gram in hospital administration. 


MR. GOETZE 


@ Colin W. Griffiths (see Arnoldy 
item). 


@ Ritz E. Heerman has been appointed 
to the newly created post of ex- 
ecutive vice president of the Lu- 
theran Hospital Society of South- 
ern California. He was formerly 


general manager of the. society, 
which owns and operates Cali- 
fornia Hospital, 
Los Angeles; 
Santa Monica 
Hospital, Santa 
Monica, and 
Donald N. Sharp 
Memorial Com- 
munity Hospi- 
tal, San Diego. 
Mr. Heerman 
has been associ- 
ated with the 
society for 40 
years and was instrumental in its 
organization. He is a past president 
of the American Hospital Associ- 
ation and is a fellow of the Ameri- 
can College of Hospital Adminis- 
trators. 

George E. Peale has been appointed 
general manager of the society. 
He was formerly superintendent 
of California Hospital. 

Samuel J. Tibbitts has been ap- 
pointed superintendent of Cali- 
fornia Hospital. He was formerly 
assistant superintendent of the 
hospital. 


MR. HEERMAN 


@ Morris H. Kreeger, M.D. (see Silver- 
man item). 


@£. C. Moeller has announced his 
retirement as administrator of 
Lutheran Hospital, Fort Wayne, 
Ind., after 30 
years. Under 
Mr. Moeller’s 
leadership the 
hospital grew 
from 210 beds 
in 1929 to its 
present 400-bed 
capacity. He has 
served as presi- 
dent of the Lu- 
theran Hospi- 
tal Association, 
president of the Indiana Hospital 
Association, and as a director of 
the American Protestant Hospital 
Association. In 1952, Mr. Moeller 
was selected for the “man of the 
year” award of the Tri-State Hos- 
pital Assembly. 


MR. MOELLER 


@ George £. Peale (see Heerman 
item). 


@ Jerry E. Poole has been appointed 
assistant administrator of Blessing 
Hospital, Quincy, Ill. He is a grad- 
uate of the University of Iowa 
program: in hospital administra- 
tion. 

(Continued on page 160) 
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_ @ Jerome R. Sapolsky (see Donahue 
item). 


@ William J. Silverman has been ap- 
pointed executive director of 
Michael Reese Hospital and Medi- 
cal Center, Chicago. He was for- 
merly associate director of the 
hospital. Mr. Silverman succeeds 
Morris H. Kreeger, M.D., who is re- 
signing to devote his time to con- 
sultation work in the field of 
hospital administration. 

The appointment and resigna- 
tion are both effective Jan. 1, 1960. 

Prior to joining the Michael 


Reese staff Mr. Silverman was ad- 
ministrator of Guam Memorial 
Hospital, Territory of Guam. He 
holds a master’s degree in psy- 
chometrics from the University of 
Minnesota. 


Dr. Kreeger, who received his 
medical degree from Jefferson 
Medical College in Philadelphia, 
was assistant administrator of Mt. 
Sinai Hospital, New York City, 
prior to coming to Michael Reese. 
He is a member of the boards of 
directors of the Community Fund, 
Chicago Hospital Council, and the 
Blue Cross Plan for Hospital Care 
(Illinois). He is a fellow of the 
American College of Hospital Ad- 
ministrators and is a member of 
the Governor’s Technical Advisory 
Committee on the Purchase of 
Hospital Care. 

Dr. Kreeger is a past president 
of the Chicago Hospital Council 
and has served on various Ameri- 
can Hospital Association advisory 
councils and joint committees. For 
many years he was on the faculty 
of the Northwestern University 
program in hospital administra- 
tion. 


@ Sister St. Marcienne, $.M., has been 
appointed administrator and su- 
perior of Oak Park (Ill.) Hospi- 
tal. She was formerly bursar of 
Misericordia Hospital, Milwaukee. 


@ Sister Morie, C.R.S.M., has been ap- 
pointed administrator of Thomas 


M. Fitzgerald Mercy Hospital, 
Darby, Pa. She was formerly as- 
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sistant administrator of the hos- 
pital. 


@ Sister Vincentiana has been ap- 
pointed administrator of St. Fran- 
cis Hospital, Beech Grove, Ind. 


@ E. G. Staley Jr. has been appointed 
administrator of Trigg County 
Hospital, Cadiz, Ky. 


@ Dorothy Swickheimer, R.N., has been 
appointed administrator of Citizens 
Memorial Hospital, Victoria, Tex. 
She has been acting administrator 
of the hospital and had been di- 
rector of the hospital’s nursing 
service. 


@H. Thurman Turner has been ap- 
pointed assistant administrator of 
Selma (Ala.) Baptist Hospital. He 


_ has had accounting and office man- 


agement experience in nonhospital 
fields. 


@ Nicholas T. Verrastro has been ap- 
pointed administrator of Pascack 
Valley Hospital, Westwood, N.J. 
He was formerly administrator of 
Liberty-Loomis Hospital, Liberty, 
N.Y. Mr. Verrastro is a graduate 
of the Columbia University pro- 
gram in hospital administration. 


@ Robert 1. Whitaker has been ap- 
pointed assistant to the president 
of Emory University, Ga. He was 
formerly .superintendent of the 
university hospital and more re- 
cently was associate director of 
development at the university. Mr. 
Whitaker is a past president of 
the Georgia Hospital Association. 


@ William C. Wheatley Jr. has been 
appointed administrative assistant 
at Mercy Hospital, St. Petersburg, 
Fla. He is a graduate of the Emory 
University program in hospital ad- 
ministration. 


@ Pavl R. Wozniak has been -ap- 
pointed associate administrator of 
Little Company of Mary Hospital, 
Evergreen Park, Ill. He was for- 
merly associate director and con- 
troller of Jewish Hospital, St. 
Louis. Mr. Wozniak is a graduate 
of the St. Louis University pro- 
gram in hospital administration. 


Deaths 


@ John P. Fatherree, M.D., died of a 
heart attack on Feb. 22 at the age 
of 51. For the past 12 years, Dr. 
Fatherree, a gynecologist, had been 
superintendent of South Missis- 
sippi Charity Hospital, Laurel. He 
was a graduate of the Tulane 
University School of Medicine; he 


started his medical practice in 
1941 at West Point, Miss., and 
came to Laurel in 1947 when he 
opened the Woman’s Clinic there. 
Dr. Fatherree is survived by his 
widow and four children. 


@ Mildred |. Lorentz died in Chicago 
on March 21, following a brief ill- 
ness. Miss Lorentz was first vice 
president of the 
National League 
for Nursing and 
director of the 
department of 
nursing at Mi- 
chael Reese 
Hospital, Chi- 
cago. At the 
time of her 
death, Miss Lo- 
rentz was also a 
member of the 
NLN board of directors and chair- 
man of the NLN Committee on 
Constitution and Bylaws and of 
the Committee on State and Local 
Constituencies. She had just com- 
pleted a term as chairman of the | 
Joint Commission on Improvement 
of Care of the Patient. 

Before joining the Michael 
Reese staff, Miss Lorentz had been 
assistant dean and professor of 
nursing education at Duquesne 


MISS LORENTZ 


University, Pittsburgh; director of 


nurses and principal of the School 
of Nursing, Allegheny General 
Hospital, Pittsburgh; director of 
instruction, Willard Parker Hos- 
pital, New York City, and educa- 
tional director, Buffalo (N.Y.) 
General Hospital. 

She is survived by three sisters 
and a brother: Wilma Lorentz; 
Mrs. J. W. Congleton; Mrs. John 
Wheeler, and E. R. Lorentz. 


@ George M. Street, M.D., died on 
Feb. 24 at the age of 71. He had 
been ill for several weeks. Dr. 
Street was one of the founders of 
the institution now known as 
Mercy Hospital-Street Memorial, 
Vicksburg, Miss.; he practiced 
medicine in Vicksburg for 40 
years, 


@ Elsie Toteno died at the age of 53 
on March 30. She was administra- 
tive assistant to the superintendent 
of the Mental Health Clinic 
of Cook County Hospital, Chicago, 
at the time of her death. Mrs. 
Toteno had been employed at the 
clinic—at one time known as Psy- 
chopathic Hospital—for 36 years. 
She is survived by her husband, 
Anthony J.; her mother, Anna Ko- 
morous, and a sister, Mildred 
Aschburner. 
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Many Bills, Hearings Face Congress 


Congress returned from its annual Easter recess 
to face an unusually heavy agenda of bills vital to 
the hospital -field. For the first time this session, pat- 
terns of legislation affecting health and hospital 
programs are emerging. 

All these bills, proposals, and hearings will be 
before House or Senate committees this month: 

@ Student nurse and intern housing program. 

@ Proprietary nursing homes loan program. 

® Federal Housing Administration’s —_—, for 
the elderly program. 

@ Administration’s proposal to bring inoeptiad em- 
ployees under unemployment compensation. 

@ Senate hearings on rising health care costs in 
District of Columbia hospitals. 

@ Federal employees health insurance. 

@ Federal low-interest loan program for nonprofit 
hospitals and nursing homes. 


@ House hearings on federal aid to professional 
nurse education. 

Exemption of nonprofit from federal 
excise taxes. 

@ Federal aid for health care of the aged. 

This is the status of these important issues: 

OMNIBUS HOUSING BNL—This Democratic sponsored 
measure is now before the House for final passage. 
The bill contains three federal loan programs sup- 
ported by the American Hospital Association. 

(a) Student nurse and intern housing—AHA is 
seeking $65 million for hospital use under the college 
housing program to construct dormitories for student 
nurses and interns. The House version is $2.5 million 
more than the Senate’s. Interest rate to be approxi- 
mately 3 per cent. 

(b) Proprietary nursing homes—AHA is support- 
ing the House version, which requires certification 


RELIANCE 


products are 
built on 


RELIANCE No. 25 features: 


11 inch hydraulic height adjustment 
Positive four wheel brakes 
Conductive Rubber Tires are standard 
Conductive Cover is optional at 

no additional cost 


So often the choice of progressive hospitals and clinics 


By any test, the RELIANCE No. 25 


MOBILE EXAMINATION 
AND TREATMENT TABLE 


measures up to the high character for which 
Reliance has been known since 1898. 


FOR: Use in Emergency Rooms 
X-ray therapy. treatment 
Minor surgery. 


trouble-free durability. 


write for brochure. 


THE SPECIALIST CHAIR 


Created expressly for EENT diagnosis and 
treatment—allows doctor, when seated, to 
work close to his patient, without stretching 
or leaning. Features in addition: rapid 
patient positioning; smart appearance; 


See this equipment at your Authorized Dealer's or 


Manufacturers since 1898 


Dept. H-416, 96 Caldwell Drive, 
Cincinnoti 16, Ohio 


F. & F. KOENIGKRAMER CO., Dept. H-416, 
96 Caldweil Drive, Cincinnati 16, Ohio 


Please send me ( ) No. 25 Brochure 
) The Specialist Brochure 


NAME__ 


DEALER 


APRIL 16, 1959, VOL. 33 


WASHINGTON REPORT war 
F. & F. KOENIGKRAMER CO. 


The new team of Hobart food cutter and tenderizer in 
your kitchen can put a new item on your menu. It’s a new 
and more delicious tenderized steak. 

How? The Hobart food cutter blends the fat and flavor of 
suet with low-cost shank, neck and trimmings... removes 
all tough tendons, gristle and sinews. Quickly processed, 
the product is then knit into tender-taste, juicy, waste- 
free, tenderized steaks by the Hobart tenderizer—a taste 
treat that builds repeat business. 


The same food cutter with its convenient attachments 
can be profitably used to produce a wide variety of meat, 
fruit, vegetable and salad items...in fact, its kitchen-wide 
utility is limited only by your imagination. Call your 
Hobart Representative today for a demonstration of this 
profit-building team—right in your own kitchen. The 
Hobart Manufacturing Co., Dept. 303, Troy, Ohio. 


Profit-Building Team... 


of Hobart ten- 
derizer and 
food cutter will 
give you that 
“edge’’ on com- 
petition you've 
been looking 
for—and at low 
cost. 
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by the state Hill-Burton agency that nursing home 
facilities are needed before the federal government 
will authorize a loan. AHA is also recommending 
that proprietary nursing home programs be required 
to have their construction standards approved by 
state Hill-Burton authorities. 

(c) Housing for the elderly—-AHA is recommend- 
ing that this loan program be limited to nonprofit 
sponsors and that loans be made directly to insti- 
tutions. The Association is also supporting a rec- 
ommendation that the interest rate be set at 3 per 
cent instead of the higher figure called for in the 
Senate version. 

The Democrats feel they have enough votes in the 
House and Senate to override an expected presidential | 
veto of this first major challenge to President Eisen- 
hower’s stand on a balanced budget. 

UNEMPLOYMENT COMPENSATION FOR NONPROFIT HOSPI- 
TALS—AHA will oppose a proposed extension of un- 
employment compensation insurance to employees of 
nonprofit organizations. 

The Association is preparing to advise the House 
Ways and Means Committee that there is relatively 
little involuntary unemployment among hospital em- 
ployees. It will be demonstrated to the committee 
that the expense of unemployment compensation 
insurance taxes would cost hospitals more than is 
warranted. 

Predictions last winter that the Eisenhower ad- 
ministration would ask Congress to extend unem- 
ployment compensation to employees of nonprofit 
organizations were recently confirmed by Secretary 
of Labor James P. Mitchell. 

BLUE CROSS HOSPITAL HEARINGS—Sen. Wayne Morse 
(D-Ore.), chairman of the Senate District Committee, 
concluded hearings on the District 
of Columbia school lunch program 
just before Easter recess. The next 
item on the Morse committee’s 
agenda will be the issue of rising 
hospital costs among the District of 
Columbia’s hospitals. 

Committee staff has been care- 
fully gathering statistics and data 
on the differences between District 
hospital rates and rates in other 
areas of the country. 

First witnesses before the Morse 
committee are to be spokesmen from Group Hospi- 
talization (Blue Cross), District of Columbia Medi- 
cal Society, and the Hospital Council of the National 
Capital Area. 

HEALTH INSURANCE FOR FEDERAL EMPLOYEES—Dates for 
the Senate hearings of federal employees’ health in- 
surance have been announced. Chairman of the 
Senate subcommittee conducting the hearings, Sen. 
Richard Neuberger (D-Ore.), is scheduling wit- 
nesses for April 16, 21, 23 and 28. 

Senate committee staff members have been holding 
a series of conferences with representatives of the 


SEN. MORSE 


administration, insurance companies, the medical 
profession, and Blue Cross. | 
In announcing the hearings, Sen. Neuberger 


stated: “I am in full sympathy with the objectives 
of this measure and am confident that it will be of 
great interest to all federal employees. The health 
of the nation deserves our best attention at all times 
and certainly the federal government should not lag 
behind private employers in providing health bene- 
fits to its employees.” 

LOW-INTEREST LOAN PROGRAM—A billion-dollar loan 
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program to help cities provide the community fa- 
cilities essential to national health has been proposed 
in identical bills by Congressmen Brent Spence 
(D-Ky.) and Albert Rains (D-Ala.). 

The Spence-Rains proposal specifically includes 
public and nonprofit hospitals and public nursing 
homes as eligible projects under the public works 
loan program. Maximum interest rate would be set 
up under a formula which would work out to just 
under 3 per cent. 


Cities of all sizes would be eligible, but 25 per cent | 


of the funds provided would be reserved for com- 


munities with a population of 35,000 or less. Both | 


congressmen plan public hearings on the measure. 

AID FOR PROFESSIONAL NURSE EDUCATION— Various 
proposals to provide federal assistance to aid pro- 
fessional nurse training, including one sponsored by 
the American Nurses’ Association, will be under re- 
view this month in a special House subcommittee. 

EXCISE TAX EXEMPTION OF HOSPITALS—Legislation to 
exempt nonprofit hospitals from certain excise taxes 
has been introduced in Congress by Rep. Aime Forand 
(D-R.I.). The bill would exempt nonprofit hospitals, 
as nonprofit educational organizations were last year, 
from transportation, communications, manufacturers’, 
and retailers’ taxes. The bill was referred to the 
House Ways and Means Committee where Rep. 
Forand serves as second-ranking Democrat. 

HEALTH CARE OF THE AGED—Recent developments in 
federal proposals to provide health care for the 
aged include: 

@ Decision by House Ways and Méans Comeniiiies 
not to take up Forand bill this session. 

® Continued delay of the Department of Health, 


Education, and Welfare report on technical aspects 


of providing federal aid to aged health care programs. 
@ Appointment of William C. Fitch by HEW Sec- 

retary Arthur S. Flemming as staff director for the 

forthcoming White House Conference on Aging 


Cut in VA Funds Restored 


The House voted to restore $4.3 million in funds 
cut from the Veterans Administration budget request 
for inpatient care during the remainder of fiscal 
1959. The measure now goes to the Senate for action 

In response to a request by the chairman of the 
House Veterans Affairs Committee, 
Rep. Olin Teague (D-Tex.), the 
House restored the $4.3 million 
which the House Appropriations 
Committee had slashed from VA's 
$47.4 million request for 1959 
supplemental funds. 

The House also adopted Rep. 
Teague’s amendment to restore 
$554,000 in supplemental funds 
= cut by the committee from the 
REP. TEAGUE request for VA outpatient 

care. 


In a debate before the House, Rep. Teague said | 


that any substantial cut in funds would force VA to 
halt recruitment of needed doctors and nurses. He 
said that the shortage of funds would also add to 
VA’s already large accumulation of deferred main- 
tenance projects. 

Rep. Teague told the House that the managers of 
23 VA hospitals and centers in seven western states 
believed the $4.3 million cut would “lower the 
quality of medical care” as well as force a reduction 
in patient load. 
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French Pastry... Rolls 
Positive Mixing —Every Time 


Heavy bread doughs... lighter doughs for specialties like 
French pastries— your Hobart mixer with posétive drive 
and positive speed selection will mix batch after batch of 
either with exact results. Ideal, too, for all other mixing. 


All fluctuations of speed due to variation of batch con- 
sistency or drive slippage are eliminated by Hobart’s 
positive drive and Hobart-designed-and-built motors—you 
select a speed for any given recipe and know that ingre- 
dients will be thoroughly mixed in every batch. Exclusive 


planetary mixing action com- 
pletely blends all ingredients 
from all parts of the batch...timed 
mixing control permits exact 
duplication of recipe every time. 
The Hobart Manufacturing Co., 
Dept. 303, Troy, Ohio. 


Bench and Floor Models. . - 
from 5-quart to this new 140-quart 
Model V-1401. Hobart attachments 
assure kitchen-wide utility by han- 
dling all slicing, shredding and 
grating for salads, coleslaw. ..chop- 
per attachment quickly makes cro- 
quettes, meat loaves and patties. Ask 
for a demonstration. 
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AT NEW ENGLAND HOSPITAL ASSEMBLY— 


Greater Efficiency Seen as Hospital Aim 


>» Hospitals must redouble their efforts to tell the 
public their side of the story of rising costs. 

» Hospitals as a group must strive to correct any 
inefficiencies in operation or planning in order to 
strengthen their position against the possibility of 
external control. 

These were two recurring and intertwining themes 
of the 1959 New England Hospital Assembly, which 
late last month attracted to Boston more than 6000 
representatives of hospitals in the six New England 
states. 

In discussing the threat to the voluntary hospital 
system growing out of rising utilization and rising 
costs, Robert Sigmond, executive director and vice 
president of the Hospital Council of Western Penn- 
sylvania, said hospitals today are like “ocean vessels 
traveling through the eye of a hurricane.” In 1935, 
he said, total hospital expenditures were not as much 
as the increases in hospital expenditures from 1956 
to 1957. 

“The hospital public relations message must not 
only explain why prices are rising but create a posi- 
tive attitude that prices should go up in order to 
add services,” he said. ‘“‘The public must be convinced 
that hospitals are run efficiently.” 

Mr. Sigmond said hospitals need to spend more 
money on better management in order to raise effi- 
ciency. Among suggestions he offered for doing this 
were: 

@ More effective accounting. 

Group purchasing. 

@ Closer assessment of capital requirements. 


NEW OFFICERS of the New England Hospital Assembly, elected 
during the assembly's annual convention in Boston, are (seated, 
| to r): president, Dr. Philip D. Bonnet, administrator, Massachusetts 
Memorial Hospitals, Boston; treasurer, Pearl R. Fisher, R.N., 
administrator, Thayer Hospital, Waterville, Maine. Standing 
(1 to president-elect, Dr. Isadore Geetter, administrator, 
Mt. Sinai Hospital, Hartford, Conn.; secretary, Wesley D. Sprague, 
associate director, New England Deaconess Hospital, Boston. 


@® Education programs for key 

personnel. 

Ray E. Brown, superintendent of 
the University of Chicago Clinics, 
said hospitals need not apologize 
for their level of efficiency as com- 
pared to other fields. “No industry 
in this country can match the 
quality of management in hospi- 
tals,’ he said. 

But hospitals as enterprises are 
not always economic, Mr. Brown 
said. He gave two reasons: (1) 
There are too many small units, 
many of which have been estab- 
lished for insufficient reason. (2) 
Fluctuation in usage of hospitals 
imposed by the community creates 
hardships for the hospital, which 
must provide continuous service. 

Mr. Brown suggested that a con- 
trol for this situation might consist 
of a system of franchising hospitals 
so that none could be built in an 
area where no positive need ex- 
isted. He said this would prevent 
duplication of expensive facilities. 
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People associated with hospitals 
can no longer lull themselves into 
false security, Abbie E. Dunks, 
administrator of the Boston Dis- 
pensary, told a group of hospital 
auxiliary members. They must ac- 
tively serve a large variety of 
“publics” if the position of the 
voluntary hospital is to be 
strengthened, she said. 

Miss Dunks said these publics 
include publicity media, physi- 
cians, health services, third-party 
payers, medical and professional 
schools, and the lay community 
itself. 

Miss Dunks called for more ac- 
tivity in the prevention of illness: 
health protection clinics, detection 
clinics, clinics in occupational med- 
icine, safety programs, and home 
care programs to handle illness in 
its incipient stages. 

Treatment of illness no longer 
is the hospital’s first job, Miss 
Dunks said. “Its main job should 


be enlisting total community help.” 

A trend in hospital care that 
calls for interpretation by doctors 
and nurses to the patient and to 
the public in general is the con- 
cept of early ambulation, accord- 
ing to Oliver G. Pratt, executive 
director of Rhode Island Hospital, 
Providence. 

He said some of the things nurses 
once did for the patient are among 
the first activities that rehabili- 
tation specialists urge the patient 
to do for himself. Mr. Pratt said 
hospital personnel must create an 
understanding that nurses are not 
being careless in their approach 
or neglecting the patient when the 
patient is urged to ‘do for him- 
self.” 


HOSPITALS AND LEGISLATORS 

In a_ session on relationships 
with legislators and other public 
officials, John L. Quigley, com- 
mandant of the Soldiers’ Home 
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Genus TAKE A FREE RIDE 


ON ANYONE IN 


Germs are hitchhikers—deadly ones. . 
the hands of everyone in the hospital . . . surgeons, physicians, 
nurses, aides, lab technicians, office clerks, maintenance per- 
sonnel, kitchen workers, visitors . . . 

Stop giving germs a free ride on our hands. If you’re in the 
office, O.R. suite, kitchen or anywhere in a hospital, your hands, 
all hands, should be kept as nearly germ-free as possible .. . 
for that’s the most practical way to cut down cross infection. 

The vital need for good asepsis in wards, kitchens and 
supply areas, as well as in the newborn nursery and O.R. suite, 
is being recognized. Now, with Germa- Medica Liquid Surgical 
Soap with Hexachlorophene, you have the practical solution 
to the problem. Daily washings reduce bacterial flora, in the 
areas cleansed, well below safe levels . . . and keep it there! 


EVERYONE IN THE HOSPITAL NEEDS 


GERMA-MEDICA. 


LIQUID SURGICAL SOAP WITH HEXACHLOROPHENE 


HUNTINGTON @®> LABORATORIES 


HUNTINGTON, 


Philadeiphia 35, Pennsyivania 
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. and they travel on. 


THE HOSPITAL! 


Germa-Medica has a rich, creamy lather that is kind to 
the skin . . . will not irritate or sensitize. Equally effective 
when used with hard or soft water. May be diluted with four 
parts water and still retains effective, tested bacteriostatic 
action. So it is a cleanliness program your budget can stand, 
a program your hospital shouldn’t be without. 

Write today for a free sample of Germa- Medica with Hexa- 
chlorophene. Test for yourself its remarkable bacteriostatic 
action. Ask for our Research Bulletin, ‘“Tests on the Preserva- 
tive in and the Mildness of Germa-Medica Liquid Surgieal © 
Soap with Hexachlorophene,”’ and for the name of your 
Huntington representative . . . the Man Behind the Drum. 
He is well qualified to help work out a total aseptic program 
for use throughout your hospital. 


INDIANA 
in Canada: Toronto 2, Ontario 
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and Hospital, Chelsea, Mass., said 
hospitals should be prepared to 
present their problems with great 
clarity, since legislators are not 
familiar with these problems. To 
build closer relationships with leg- 
islators, Mr. Quigley said, hospi- 
tals might invite the legislator to 
participate in hospital activities so 
he can see problems firsthand. 

“Be cooperative in honoring leg- 
islators’ requests for cost figures 
and other information, restrict 
your interests to issues that in- 
volve hospitals, and in expressing 
your opinions, try to reflect the 
majority will,” Mr. Quigley told 
the group. 

In a luncheon address, Ray Am- 
berg, president of the American 
Hospital Association and director 
of University of Minnesota Hos- 
pitals, Minneapolis, said recent dis- 
turbing statements such -as the 


cost of meeting hospital care of. 


the aged has become a political 
problem of great moment and “will 
not go away.” 


Mr. Amberg said unless local 
public effort and voluntary meas- 
ures alleviate these problems, 
higher levels of government will 
be called upon for assistance. 


In a session on control of in- 
fections, Dr. Dean A. Clark, gen- 
eral director of the Massachusetts 
General Hospital, Boston, said hos- 
pitals face four baffling problems 
in their efforts to lower the inci- 
dence of infections: 

@® Many infections develop after 
a patient leaves the hospital. 

@® There is no way to distin- 
guish between a virulent and non- 
virulent organism until after it 
attacks person. 

There 
whether an individual is resist- 
ant to staphylococcus. 

@® Treatment is difficult because 
80 per cent of infections are caused 
by antibiotic-resistant organisms. 

Dr. Clark said to fight the men- 
ace of infections, hospitals must 


is no way to judge 


tighten aseptic techniques, reserve 
certain antibiotics for use only in 
combatting staphylococcal infec- 
tions, and develop an intense and 
continuous education program for 
staff and personnel. 

Talk of the continuing spiral of 
hospital costs heightened the effect 
of an announcement made by Dr. 
Elliott Proctor Joslin, 90-year-old 
authority on diabetes and _ the 
teaching of diabetic patients. 

He said rates were lowered $1 
a day last month in the Hospital 
Teaching Clinic for diabetes at the 
New England Deaconess Hospital, 
Boston. The clinic division of the 
hospital was opened a year-and- 
a-half ago at lower than hospital 
rates because of its self-help pro- 
gram. 

Success with self-help, inten- 
sive instruction that halves patient 
stay and makes a large turnover 
possible, and patients helping each 
other are responsible for the fur- 
ther reduction in rates, Dr. Joslin 
said. 


ILLINOIS ASSOCIATION STATEMENT— 


Hospital Group States Its Community Health Goals 


Accreditation of Illinois hospitals has been listed as a major objective 
of the Illinois Hospital Association in a statement of its community health 


objectives. 


“We will vigorously encourage improvements to meet and exceed the 
. . Standards” of the Joint Commission on Accreditation of Hospitals, 


the association stated. ‘Hospital 
boards of trustees need objective 
criteria for evaluating quality of 
medical services rendered in the 
hospital in order to exercise effec- 
tively their moral and legal re- 
sponsibilities of assuring to their 
communities the highest possible 
level of service. As such objective 
criteria are developed the IHA will 
encourage their application in this 
state.” 

In order to help hospitals render 
the best possible service, IHA 
stated that it would intensify its 
personnel recruitment efforts, help 
make more and better training 
programs available for new stu- 
dents and for more effective utili- 
‘gation of available professional 
persons, and “take progressive 
steps to improve our personnel 
policies so that we can compete 
effectively for talent.” 


PSYCHIATRY IN HOSPITALS 


IHA stated that in order to ren- 
der a complete hospital service 
it will “. .. promote the trend 
toward more psychiatric units in 
general hospitals .. .” 
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The association termed care of 
chronic and _ geriatric cases “a 
community health need that is not 
being adequately met. . . The con- 
centration of skills and services 
of the general hospital need to be 
readily available to this group of 
patients on an outpatient as well 
as inpatient basis.” 

In the field of rehabilitative 
services, IHA stated that “there 
is a need for more physical and 
occupational therapy in our hos- 
pitals and for more educational 
programs for all professional hos- 
pital personnel so that the con- 
cept of rehabilitation is applied 
in all phases of medical treatment 
in the hospital. We pledge our- 
selves to an effort to encourage 
these trends.” 


ECONOMICAL SERVICE 


The association’s objectives, un- 
der the heading “to render the 
service in the most economical 
manner possible,’ stated: 

@® “We recognize the importance 
of providing more outpatient serv- 
ices and of encouraging third party 


reimbursement programs to in- 
clude such services in their sub- 
scriber contracts. . . 

@® “Even though the hospital or- 
ganization is unique, some of the 
management tools developed by 
progressive industries for control- 
ling costs can still be adapted to 
our operation. We pledge ourselves 
to a continuing educational effort 
in the application of these tools to 
hospitals. . . 

@ “Cost accounting and report- 
ing and cost finding systems of hos- 
pitals in Illinois vary. It is there- 
fore difficult for hospitals to com- 
pare their financial statements and 
learn from the experience of oth-. 
ers. Many hospitals are not yet 
making accurate determinations of 
costs for the widening range of 
services they provide. One result 
is that hospital charges either un- 
dervalue or overvalue the particu- 
lar service rendered. 

“As hospital costs continue to 
rise, it is important that hospitals 
be able to give their patients the 
assurance that they ‘pay for only 
what they get.’ To this end, we 
pledge ourselves to a continuing 
program of promotion and educa- 
tion for uniform cost accounting 
and cost finding and to the de- 
velopment of uniform manage- 
ment statistics. . . 


HOSPITALS, J.A.H.A. 


@ “Hospitals .. . should not op- 
erate in competition with one an- 
other. . . The case for pooling of 
facilities on a regional basis gains 
strength from the fact that per- 
sonnel needed to staff many of 
these services are in extremely 
short supply. . . We pledge our- 
selves to an effort to encourage 
joint hospital planning, starting 
at the community level and ex- 
' tending into regions.” 


DISTRIBUTE COSTS EQUITABLY 


To distribute the costs of hos- 
pital services equitably, the asso- 
ciation stated, “public agencies and 
local governments that are legally 
responsible for meeting the basic 
needs of the unemployed and 
needy should reimburse hospitals 
at full costs for the services these 
people receive. . . 

“To the degree that [educa- 
tional programs] do not relate di- 
rectly to patient care, their costs 
should be met from funds other 
than those obtained from charges 
to patients. . . The major propor- 
tion of these costs appropriately 
should be defrayed by those being 
educated and by the public-at- 


large. Research programs in the 
hospitals also should be supported 
by the public-at-large.”’ 

Blue Cross and the commercial 
insurance firms, IHA stated, “‘must 
constantly adapt their subscriber 
contracts to new services and new 
needs” in order to make hospital 
services available to all the public. 

“As more services become avail- 
able on an outpatient basis in 
general hospitals ... ,” the state- 
ment of objectives continued, “we 
urge that charges for these serv- 


ices be included as benefits. by 


Blue Cross and health insurance. 
Inclusion of these services as ben- 
efits should stimulate hospitals to 
provide more of these services.” 

The association also stated that 
it was its obligation, and the ob- 
ligation of its member hospitals, 
to inform the public about rising 
costs of hospital care and their re- 
lationship to insurance rates which 
‘‘must rise with them if people are 
to have the full protection they 
need.”’ 

The association stated that “hos- 
pitals must . . . continue to work 
with [Blue Cross] in securing 
maximum enrollment of the pop- 


ulation. This implies acceptance of 
a community-wide responsibility 
which makes protection available 
to ‘high risk’ as well as ‘low risk’ 
groups; frequent enrollment op- 
portunities for individuals who 
cannot obtain employee group 
coverage; making protection more 
readily available to people who 
are 65 years and over. . 

‘“‘Hospitals have as much at stake 
in the success of this effort as does 
the prepayment movement itself.” 

IHA’s Special Committee on 
Program Objectives was chaired 
by Rev. John Weishar, director of 
Catholic hospitals in the diocese 
of Peoria. Members of the com- 
mittee were: Ray E. Brown, su- 
perintendent, University of Chi- 
cago Clinics; Leonard P. Goudy, 
administrator, Proctor Community 
Hospital, Peoria; Leonard W. Ham- 
blin, administrator, Blessing Hos- 
pital, Quincy; Virgil W. Nelson, 
executive director, Lutheran Dea- 
coness Home and Hospital, Chi- 
cago; Delbert L. Price, administra- 
tor, Children’s Memorial Hospital, 
Chicago, and Leon C. Pullen Jr., 
administrator, Decatur and — 
County Hospital, Decatur. 


The Second World Conference 
on Medical Education is to be held 
in Chicago on Aug. 29-Sept. 4. Its 
theme is ‘“‘Medicine—a Lifelong 
Study.” 

The conference is being spon- 

sored by the World Medical Asso- 


SECOND WORLD CONFERENCE on Medical Educa- 


World-Wide Medical Education 


ciation, World Health Organiza- 
tion, Council for International 
Organizations of Medical Sciences, 
and the International Association 
of Universities to provide a com- 


nical exhibits; 


mon ground for free exchange cf 
scientific information and experi- 
ences between countries. Dr. Ray- 
mond B. Allen, chancellor of the 
University of California, is to serve 
as president of the conference. 

Between 1500 and 2000 persons 
from all over the world are ex- 
pected to attend the conference, 
the World Medical Association 
stated. Some 125 speakers from 
approximately 50 countries are ex- 
pected to participate. All business, 
including lectures, will be trans- 
lated simultaneously into English, 
French, and Spanish. 

Hotel reservation forms and fur- 
ther information on the conference 
may be obtained from Clara Le- 
winter, World Medical Association, 
10 Columbus Circle, New York 
City 19. 


Dr. Robert A. Moore, dean of the 


tion committee chairmen recently met in Chicago to 
discuss plans for the conference to be held there on 
Aug. 29-Sept. 4. Attending were: Dr. W. C. Borne- 
meier, representing the Illinois State Medical Society: 
Dr. Glen R. Shepherd, assistant secretary of the Coun- 
cil on Medical Education and Hospitals of the Ameri- 
can Medical Association; Margaret Natwick, executive 
assistant of the World Medical Association: Thomas 
R. Gardiner, co-chairman of the conference’s tech- 
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College of Medicine in Brooklyn, State University 
of New York; Dr. George F. Lull, retired AMA sec- 
retary and general manager; Dr. Myron E. Wegman, 


World Health Organization representative and sec- 


retary general of the Pan American Sanitary Bureau; 
Clara Lewinter, executive of the conference; Dr. 
Victor Johnson, director, Mayo Foundation for Medi- 
cal Education and Research, and Dr. Louis H. Bauer, 
secretary general, World Medical Association. = 


<< 


SPONSORS: AHA, SAFETY COUNCIL— 


Roanoke, Va., Hospital Wins Safety Award 


Roanoke (Va.) Memorial Hospital has been named the grand award 
winner of the 1958 hospital safety contest. The contest, sponsored by the 
American Hospital Association and the National Safety Council, is de- 
signed to encourage the observance of safe practices among hospital 


employees. 

The winner was selected by de- 
termining which hospital entering 
the year-long contest had the low- 
est number of injuries among its 


employees in relation to the total | 


number of man-hours worked dur- 
ing the year. 

The 280 hospitals that completed 
the contest reported a total of 367,- 
075,000 man-hours worked during 
1958, with a total of 3042 injuries 
occurring that resulted in at least 
one day lost from work. 

Roanoke Memorial Hospital’s 
530 employees completed 1,168,346 
man-hours of work without a re- 
portable injury to win the grand 
award. 

Hospitals taking part in the con- 
test were divided by number of 
employees into eight groups. Win- 
ners of first place plaques in each 
group were: 

@® Rest Haven Rehabilitation 
Hospital, Chicago (less than 100 
employees). 

@ Orthodox Jewish Home for the 


Aged, Chicago (100-199 employ- - 


ees). 

@ St. Mary’s General Hospital, 
Lewiston, Maine (200-299 employ- 
ees). 

@ Alexandria (Va.) 
(300-449 employees). 

@Veterans Administration Hos- 
pital, Fort Lyon, Colo. (450-599 
employees). 

@ St. Luke’s Hospital, New Bed- 
ford, Mass. (600-799 employees). 

@ Veterans Administration Hos- 
pital, Salisbury, N.C. (800-999 
employees). 

@® Valley Forge Army Hospital, 
Phoenixville, Pa. (1000 or more 
employees). 


FBI Asks Aid of Hospitals 


Hospital, 


In Finding Bad-Check Passer 


The Federal Bureau of Investi- 
gation has asked hospital admin- 
istrators for assistance in appre- 
hending Lillian Ann _ Boettcher, 
charged with violation of proba- 
tion. | 

The FBI reported that “Miss 
Boettcher in the past has victim- 
ized former patients with bad 
checks and borrowing money 
which she never repaid. She is 
known to have obtained employ- 
ment as a housekeeper and prac- 
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tical nurse and has worked in hos- 
pitals and private nursing homes 
as a practical and special nurse. In 
addition she claims vast experi- 
ence in caring for cancer patients.”’ 

Miss Boettcher, the FBI stated, 
was born Anna Klien and has 
used the aliases of Mrs. L. A. 
Bechér, illian Becher, Lillian 
Becker, L. A. Boettcher, Mrs. Nor- 
man ‘Boettcher, Mary Sue Collins, 
Pearl Collins, Adelade Hopp, Lil- 
lian Ann Klien, Norma Mineo, and 
Lillian Ann Weske. 

She was described by the FBI 
as 41: born in Winona, Minn.; 
height 5’ 2” to 5° 5°; weight 160- 
170 pounds; dark blonde-light 


LILLIAN ANN BOETTCHER 


brown hair; blue or blue-gray 
eyes; white; complexion fair and 
medium; works as practical nurse 
and housekeeper; social security 


number 397-05-7317; mole on up- > 


per left arm; wears false upper 


teeth; has tired expression with 


bags under eyes; was poorly 
dressed when last seen; FBI num- 
ber 3928014. 

Persons having knowledge as to 
the whereabouts of the fugitive 
have been requested by the FBI to 
notify the bureau in Washington 
immediately or to telephone the 
special agent in charge of the 
nearest FBI office, the number of 
which may be found on the front 
of local telephone directories. 


Anna Fillmore Accepts Post 
With Visiting Nurse Service 


Anna Fillmore has been ap- 
pointed executive director of the 
Visiting Nurse Service of New 
York, effective June 1. Miss Fill- 
more is presently general director 


of the National League for Nurs- 


ing. 
Marion W. Sheahan, deputy 
general director, will administer 


NLN headquarters operations until 
the appointment of a new execu- 
tive by the NLN board of direc- 
tors, the league announced. 

Prior to joining the NLN staff, 
Miss Fillmore was assistant exec- 
utive secretary of the American 
Nurses’ Association, executive sec- 
retary of the former National Or- 
ganization for Public Health Nurs- 


MISS FILLMORE MISS SHEAHAN 


ing, executive with local and state 
agencies, lecturer, teacher, and 
general duty nurse. 

Miss Fillmore holds a master’s 
degree in public health from Har- 
vard University and is a fellow of 
the American Public Health As- 
sociation. She is a member of sev- 
eral committees of the National 
Health Council, National Social 
Welfare Assembly, and the Joint 
Commission on the Improvement 
of the Care of the Patient. s 


Accidents Are Major Cause 
Of Hospitalization in Oregon 


Accidents, including poisonings 
and acts of violence, were the 
leading cause for hospitalization 
of members of Northwest Hospital 
Service (Blue Cross) in 1958, the 
Plan, which operates in Oregon, 
reported. 

The Plan’s report covers 76 Blue 
Cross contracting hospitals. 

Accidents accounted for 7831 


hospital cases, or 24.60 per cent 


of the total number of persons re- 
ceiving Northwest Hospital Serv- 
ice benefits during 1958; respira- 
tory diseases accounted for 4696 
cases, or 14.76 per cent; disturb- 
ances of the digestive system to- 
taled 3704 cases, or 11.64 per cent, 
and genito-urinary ailments to- 
taled 2879, or 9.05 per cent. 

Of the total of 31,825 hospital 
cases, 18,478, or 58.06 per cent, 
were surgical; 10,109, or 31.76 per 
cent, were for medical treatment, 
and 3238, or 10.18 per cent, were 
maternity cases. 

The Plan reported that inpatient 
average length of hospital stay for 
all patients, including maternity 
cases, decreased to 5.35 days in 
1958; the 1957 average length of 
stay was 5.43 days. . 
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Group Elects Officers 

Alabama Hospital Association: presi- 
dent, E. C. Bramlett, assistant ad- 
ministrator and business manager, 
Mobile Infirmary, Mobile; presi- 
dent-elect, Donald G. Harms, 
administrator, DeKalb County 
General Hospital, Fort Payne; 
secretary-treasurer, Harold W. 
Steadham, administrator, George 
H. Lanier Memorial Hospital, 
Langdale. 

San Francisco Hospital Conference: 
president, Mark Berke, director, 
Mt. Zion Hospital; vice president, 
Joseph L. Zem, director, St. Luke’s 
Hospital; secretary, W. J. Kramer, 
executive secretary, San Francisco 
Hospital Conference; treasurer, 
W. P. Geigenmuller, superintend- 
ent, Stanford University Hospitals. 

Hospital Council of Southern California 
—president, John P. Preston, ad- 
ministrator, Inter-Community 
Hospital, Covina; vice president, 
William J. Daniels, administrator, 
Hawthorne Community Hospital, 
Hawthorne; treasurer, Samuel J. 
Tibbitts, assistant superintendent, 
California Hospital, Los Angeles; 
recording secretary, Robert J. 
Thomas, director, Los Angeles 
County General Hospital, Los 
Angeles. 

Kansas City Area Hospital Association: 
president, James D. Marshall: 
chairman of the board, Maurice 
Johnson, Staley Milling Co.; first 
vice president, Dr. Arch E. Spel- 
man, Smithville (Mo.) Commu- 
nity Hospital; second vice presi- 
dent, Tom J. Daly; secretary, G. O. 
Lindgren, administrator, Trinity 
Lutheran Hospital, Kansas City, 
Mo.; treasurer, David T. Beals, 
First National Bank, Kansas City, 
Mo.; assistant treasurer, Nathan 
Stark, Rival Manufacturing Co., 
Kansas City, Mo. 

Western New York Hospital Council: 
president, Melvin E. McNab, di- 
rector, DeGraff Memorial Hospi- 
tal, North Tonawanda; vice presi- 
dent, Martin E. Meier, assistant 
director, Children’s Hospital, and 
executive director, Crippled Chil- 
dren’s Guild, Buffalo; secretary, 
Sister Mary Paschal, administra- 
tor, Mt. St. Mary’s Hospital, Niag- 
ara Falls; treasurer, Frank Evans, 
vice president, Hospital Service 
Corp. of Western New York (Blue 
Cross), Buffalo. 

Central New York Regional Hospital 
Council: president, Harold G. Koach, 
administrator, 
Hospital, Binghamton; vice presi- 
dent, Alfred. M. WHelbach, ad- 
ministrator, Herkimer Memorial 
Hospital, Herkimer; secretary- 
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treasurer, Sister Mary Enda Keg- 
gins, administrator, Mercy Hospi- 
tal, Watertown. 

South Carolina Hospital Association: 
president, James E. Cass, adminis- 
trator, Tuomey Hospital, Sumter; 
president-elect, William B. Finlay- 
son, administrator, Conway Hos- 
pital, Conway; treasurer, James M. 
Daniel, superintendent, Columbia 
Hospital of Richland County, Co- 
lumbia. 

Associated Hospitals of Alberta: 
president, Chief Judge Nelles V. 
Buchanan, Edmonton; vice presi- 
dent, Sister Mary, administrator, 
St. Joseph’s Hospital, Barrhead; 


secretary-treasurer, L. R. Adshead, 
business administrator, University 
Hospital, Edmonton. 


Coltrin Resigns Post; Crews 
Heads Oklahoma Association 


Raymond Crews, business ad- 
ministrator of the University of 
Oklahoma Medical Center, Okla- 
homa City, has been named pres- 
ident of the Oklahoma Hospital 
Association, the association an- 
nounced. Mr. Crews, who had been 
vice president of the association, 
succeeded Art Coltrin, who re- 
signed as administrator of Jane 


Binghamton City © 


NATIONAL HOSPITAL WEEK POSTER 
‘MORE ROADS TO RECOVERY’ CHARTS 
AHA PUBLICATIONS AND FILMS 


Send orders and requests for information to: 


AMERICAN HOSPITAL ASSOCIATION 
840 North Lake Shore Drive - Chicago 11, Illinois: 


TO AID YOUR OBSERVANCE 
OF NATIONAL HOSPITAL WEEK... 


For use in bulletins, program covers, invitations, 
etc., letter-press engraving plates of the adapta- 
tion of the National Hospital Week poster shown 
above are available at $2 each. Specify whether 
you wish the one-column (1% inch) or two- 
column (334 inch) size when ordering. Mats 
suitable for newspaper use are also available, in 
both sizes. at 75 cents each. 


DON’T FORGET the other aids offered in the 


your 


National Hospital Week kit: 
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Phillips Memorial Hospital, Bar- 
tlesville, and as president of the 
association. Mr. Coltrin’s plans 
were indefinite. 

Wesley Burch, former adminis- 


trator of Prescott (Ariz.) Com- 


munity Hospital, has been named 
administrator of Jane Phillips Me- 
morial Hospital. 


CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 


CALIFORNIA 
Sun Valley Hospital Foundation, Sun 
Valley. 
COLORADO 
Longmont Community Hospital, Long- 
mont. 
ILLINOIS 
Rehabilitation Institute of Chicago, Chi- 
cago 
MISSISSIPP! 
Methodist Hospital, Hattiesburg. 
NEW JERSEY 
Hospital and Health Council of Newark 
and Vicinity, Newark. 
NEW YORK 
Newark-Wayne Community Hospital, 
Newark. 
TENNESSEE 


Junior Home for Crippled Chil- 
dren, Nashville. 
TEXAS 
Doctors Hospital Foundation, Dallas. 
Chocolate Bayou Hospital, Houston. 
Rollins-Brook Hospital and Clinic, 
pasas. 
Orange Memorial Hospital, Orange. 
Baylor Student Health Center, Waco. 
VIRGINIA 


Community Hospital, 


Lam- 


Williamsburg Wil- 
liamsburg. 
CANADA 


St. Louis Hospital, Bonnyville, Alberta. 
NEW PERSONAL MEMBERS 


Ayars, Ernest James—chief engr.—Blodgett 
Memorial Hospital—Grand Rapids, Mich. 
Busat, 3. W.—asst. adm. and contr.—St. 
Mary's Hospital—Montreal, Que., Canada. 
CHRISTENSEN, L.—purch agt. —Uni- 
versity of Utah—Salt Lake City. 
Contey, G.—dir.—Hospital Man- 
agement Surveys, House of Providence 


— Provincial Administration — Bellev ue, 
Wash. 
Dvusowski, Dr. Kurt M.—assoc. prof. and 


dir. of clin. laboratories—University of 
Florida Teaching Hospital and Clinics— 
Gainesville. 

Duwet, Cmopr. Bernarp F.. MSC, USN— 
med. adm. off.—District Medical Office, 
Headquarters 4th Naval District—Phila- 
delphia. 

IL. S.—consult.—United Steelworkers 
of America—Pittsburgh. 

FitTaNTe, Gorpon—student in hosp. adm.— 
Michigan State University—Lansing. 

GrRaHAM, Garrett R.—student in hosp. adm. 
—University of Michigan—Ann Arbor. 

Hart, J. G.—chief engr.— Whitesburg (Ky.) 
Memorial Hospital. 

Kim, Dr. Yonc Keun—supt.—National Vet- 
erans’ Mental Hospital—Seoul, Korea. 

Pixus, Joserpn D.—exec. dir.—Hospital and 
Health Council of Newark (N.J.) and 
Vicinity. 

NNER, Dr. ALvIN,—dep. supt. 
—Bellevue Hospital—New York City. 


Sister Mary Ceceste WaAyYNANT, R.S.M.— 
adm. — Stella Maris Hospice — Towson, 
Baltimore. 

TrimMons, JAMES P.—asst. adm.—Bexar 


County Hospital District—San Antonio, 
Tex. 


HOSPITAL AUXILIARIES 


Volunteer Auxiliary to Memorial Hospi-. 


tal—Long Beach, Calif. 
Auxiliary of the Hospital 

Samaritan—Los Angeles. 
Jackson Hospital uxiliary — Marianna, 


Fla 
Holiday Hospital and Sanitarium Auxil- 
iary—Orlando, Fla. 


of the Good 
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Carter’s. 


St, Francis Hospital Auxiliary—Columbus, 


Service Guild of Bethany Methodist Hos- 
pital—Chicago. 

Cardinal Hill Convalescent Hospital Aux- 

( Mass.) Community Hospital Aux- 

ar 

Hale Goepital Auxiliary—Haverhill, Mass. 

Auxiliary to the W. A. Foote Memorial 
Hospital—Jaekson, Mich. 

Annapolis Hospital Auxiliary—Wayne, 


Mich. 
— (Minn.) City Hospital Auxil- 
Ladies Hospital >. Society, Montefiore 
Hospital—Pittsbur 
Woman's Portsmouth (Va.) 


General Hospital. 
Grant Memorial Hospital Auxiliary— 


Petersburg, W. 


Book reviews 


(Continued from page 156) 


ills as he says the AMA is in its 
devotion to a fee-for-service sys- 
tem, to the practical exclusion of 
all others. 

Mr. Carter would eliminate, 
with one stroke, the fee-for-serv- 
ice system and, one imagines, fa- 
cilitate its destruction by doing 
away with the AMA. Neither the 
AMA nor the fee-for-service sys- 
tem are likely to go quietly. 

The author begrudges every kind 
word he writes about the AMA 
and, because he does, he weakens 
his polemic. The fight to eliminate 
the flaws in our system of deliver- 
ing medical care will not be aided 
by such roundhouse attacks as Mr. 
This must be regretted 
because a more reasonable, a more 
balanced discussion of these flaws 


could, in hands so skilled as Mr. 
Carter’s, have been extremely 
helpful. 


Mr. Bloomgarden is a self-ap- 
pointed champion of medical re- 
search, or more specifically, of 
government funds for medical re- 
search. If medical research needs 
a champion, it better find someone 
other than Mr. Bloomgarden, one 
of the former contestants on the 
quiz show, Twenty-One. 

He flails at the AMA, President 
Eisenhower, the National Founda- 
tion, the Heart Association, the 
Congress (excepting Sen. Lister 
Hill and Rep. John Fogarty), and 
just about everyone else in sight. 

Compared with Mr. Bloomgar- 
den, Mr. Carter is a sweet-tem- 
pered writer who believes that 
this is the best of all possible med- 
ical worlds (which he obviously 
doesn’t). Mr. Bloomgarden goes to 
inexcusable lengths in his vitriolic 
attack. He writes: “The AMA is 


for being against. Fight, fight, fight 
against—this is what the AMA 
does and urges its members to do.” 
Criticizing President Eisenhower 
for not demanding government aid 
for medical schools, he writes: 
“But the President did not say 
this. His only follow-through is 
on the golf course.” 

Perhaps Mr. Bloomgarden 
should return to the soundproof 
booth.—J.E.H. 


Hospital association meetings 


(Continued from page 6) 


8-10 Administrators’ Secretaries, Chicago 
(AHA Headquarters) 

8-12 American Medical Association, At- 
lantic City, N. J. (Convention Hall) 

10 Connecticut Hospital Association 

10-12 North Carolina Hospital Association, 
Blowing Rock (Mayview Manor) 

12-14 Joint Council to Improve the Health 
Care of the Aged, Washington, D. C. 
(Sheraton Park Hotel) 

15-19 Hospital Pharmacy. Salt Lake City 
(University of Utah, Union Building) 

18-19 New Hampshire Hospital Association, 
Whitefield (Mountain View House) 

21-23 Michigan Hospital Association, De- 
troit (Sheraton-Cadillac Hotel) 

24-26 Comite des Hopitaux du Quebec, 
Montreal (Showmart) 


JULY 


13-17 Hospital Purchasing, East Lansing, 
Mich. (Kellogg Center, Michigan State 
University) 

13-17 Workshop on Team Nursing. Chi- 
cago (AHA Headquarters) 


AUGUST 


3-7 Hospital Pharmacy; Chicago (Univer- 
sity of Chicago) 

22-23 American Association for Hospital 
Planning, New York City (Governor 
Clinton Hotel) 

23-26 American College of Hospital Ad- 
ministrators, New York City (Statler- 
Hilton Hotel) 

24-27 American Association of Hospital 
Consultants, New York City, (Statler- 
Hilton Hotel) 

24-27 American Association of Nurse An- 
esthetists, New York City (New Yorker 
Hotel) 

25-28 American Dietetic Association, 
Angeles (Shrine Auditorium) 


SEPTEMBER 


3-9 American Psychological Association, 

Cincinnati 

14-16 Montana Hospital] Association, Great 
Falls (Rainbow Hotel) 

14-18 American Dental Association, New 
York (Coliseum) 

21-24 Operating Room Administration, Den- 
ver (Cosmopolitan Hotel) 

22-25 American Roentgen Ray Society, 
Cincinnati (Netherland Hilton Hotel) 

27-Oct. 2 American College of Surgeons, 
Clinical Congress, Atlantic City (Con- 
vention Hall) 

28-Oct. 2 Housekeeping-I y Joint Insti- 

28-Oct. 2 Medical Social Workers in Hos- 
pitals, Atlanta (Henry Grady Hotel) 


Los 
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PRO RE NATA 


JOHN H. HAYES 


In politics, one of the advantages 
in losing an election is the oppor- 
tunity it gives the loser to enjoy 
his cpponent’s troubles. 

= 

Recipe for a hit song record: In- 
sane lyrics, little or no tune, and 
a voiceless singer or singers. 

Farmer Gallus says: “Somehow 
er other, people used ter make 
fust rate citizens out of their kids 
without worryin’ “bout whether 
their kids were being frustrated.”’ 

2 

Nowadays they are producing 
all kinds of tranquilizers, drugs to 
produce sleep, etc. There are too 
many people trying to find ways 


of getting rested from doing 
nothing. 

I know a fellow who is working 
on a method of taking the coffee 
out of coffee. 

| 
Not long ago it took a germ 
To make us ill; to kill or 
tire us. 
A germ, I'm told, is many times 
As large as what they call 
a virus. 
We must have grown much 
feebler, for 
The hospitals and docs now 
bill us 
For fighting viruses. It takes 
Much tinier things to kill us. 


& 


Many people would work harder . 


if work were a temptation. 

There are now three interrup- 
tions in the daily work period: 
Morning coffee break, lunch hour 
and afternoon coffee break. Peo- 
ple sometimes work in the in- 
terims. 

Not so long ago there was 
scarcely any interruption, because 


workers brought their lunch or 
sent out for sandwiches. 

We are told that automation has 
more than made up for this loss 
of time. Perhaps it has; but old- 
timers continue to think of _ those 
earlier times as “the good old 
days”. 

2? 

A friend in deeds is a friend in- 
deed. 

x * 

My temper boils: 

When a trade union leader tells 
hospitals that they have to reduce 
their costs. 

When a doctor who keeps his 
patients in the hospital longer 
than any of his colleagues raises 
the roof because you do not have 
an empty bed. 

When a Blue Cross patient re- 
fuses to be discharged and says, 
“What do you care? Blue Cross 
pays the bill.” 

When a member of the Board 
of Trustees attends his first meet- 
ing in three years only to complain 
that a member of his family was 
not given a choice room. 


DECEASED 


PAC distributor. (See below). 


SHROUDPAC, the time-saving procedure for easier, cleaner, 
faster handling of the deceased. Special hospital white, fully 
opaque plastic shroud sheet respectfully shields the body 
from view and prevents embarrassing soilage. Always ready 
for instant use, no searching, no improvising. SHROUDPAC 
stores compactly in a handy six-unit dispenser. 

For further information and samples, contact your SHROUD- 


SHROUDPAC CONTAINS | 
these necessary items: PLASTIC 
SHROUD SHEET (Adult Size or Child _ 
Size) CHIN STRAP THREE UNIFORM 
IDENT. TAGS e TWO CELLULOSE PADS 


Each SHROUDPAC comes in a poly- 


ethylene bag designed to hold the 
personal belongings of the deceased. 


McM makes dirty, stained terazzo McM removes accumulated dirt 
like new. Ideal for slippery showers. and grime from exterior masonry 
swimming pools. surfaces. 


McM cleans aluminum and archi- 
tectural metals, except gaiva- 
nized and tin plate. 


. McM cleans new trick and tile 
walls. Removes mortar 
restores color. 


Easy to use on 

old or new surface! 
Fast and safe! 
Inexpensive! 


McM removes grease from con- 
crete factory, gerage and food 
plant floors. 


McM removes grease, dirt, oxida- 
ae from metal in food plants, 


stains, 
tchens, hospitals. 


Apply 
dy. 


The amazing new 
masonry and metal 


LEANER 
4 * Makes surfaces like NEW! 


Non-alkaline! 

No harmful acid! 
Non-inflammable! 
Non-slip result! 


today for complete information 


ame of dealer in your area. Addres 


McMILLAN FLOOR PRODUCTS CO. 


CHICAGO 47, KLLINOIS 
SHROUDPAC is available through: A. S. Aloe Co.; American Hospital 
Supply Corp.; E. F. Mahady Co.; Meirecke & Co. inc.; Physicians 
and Hospitals Supply Co., inec.; Will Ross, tnc.; In Canada: ingram 
& Bell, Ltd. 


2045 EAST 8 MILE ROAD . WARREN, MICHIGAN 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4 — For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty cents a 
word; minimum charge $4.50 per 
insertion. 


MISCELLANEOUS 


HOSPITALS WANTED: Investment syn- 
dicate interested ang proprietary 
open staff hospitals. Will retain present 
personnel. Unlimited cash available. All 
a held in strict confidence. Address 
HOSPITALS, BOX J-1 


WANTED 


We are interested in purchasing USED 
HOSPITAL BEDS. If you are closing or 
re-modeling, call us for the disposal of 
your beds. American Rent-All Co., 1643 
Gentilly Blvd., New Orleans 19, LA. 


CHIEF DIETITIAN: Municipal TB Hospi- 
tal, J.C.A.H. approved, excellent salary, 
rmanent position, must be ADA mem- 
Supt. Wm. Roche Memorial 
Hospital, Toledo 14, Ohio. 


POSITIONS OPEN 


GRADUATE NURSES: A challenging op- 
portunity to join an_  inter-disciplinary 
team working with children having sei- 
zures who also display learning and emo- 
tional problems, in a residential 4 ed 
located forty miles from Washington, D. 
Salary between $300 and $350 
ence, with liberal personnel policies. Ap- 
ply Charles Kram, Ph.D., Director, Na- 
tional Children’s Rehabilitation Center, 
Leesburg, Virginia. 


BIO-CHEMIST: $7938-$9138 (Effective 
June 29, 1959) for Medical laboratory in 
hospital located 17 miles from downtown 
Detroit. 10 pathologists, a bacteriologist, 
29 medical technologists and 5 laboratory 
aides on staff. Ph. D. in Chemistry and 
some experience as a Bio-chemist in a 
medical laboratory required. Duties in. 
clude supervision, teaching and research. 
Contact: A. Clark, Wayne County Civil 
Service Commission, 628 City-County 
Building, Detroit 26, Michigan. 


EDUCATIONAL DIRECTOR: School of 
Nursing. 3 year diploma program. 300 bed 
hospital. Student body of 100. BS. in 
Nursing Education required with experi- 
ence. Salary commensurate with qualifi- 
cations. Hour and half from Baltimore and 
Washington. Challenging opportunity. Ap- 
ply Director of ursing, Washington 
County Hospital, Hagerstown, Maryland. 


NURSB ANESTHETISTS: for 220 bed com- 
munity hospital. Working with rivate 
group. Two full time M.D.’'s, four Nurses, 
all gents & Techniques. Modernization 
rogram going on. Two and one-half hours 
rom Boston & New York. Write G. J. 
Carroll, M.D. William W. Backus Hospi- 
tal, Norwich, Connecticut. 


Startin 
dependin 


DIETITIAN: Chief of Department, A.D.A. 
member or eligible for registration. 90- 
bed hospital with expansion program this 
year. Salary commensurate with training 
and experience. Apply Administrator, 
Grace Hospital, Cleveland 13, Ohio 


‘CHIEF MEDICAL RECORD LIBRARIAN: 
To-direct department in 400 bed teaching 
hospital. Excellent salary, personnel bene- 
fits, and location. Apply personnel Direc- 
tor, Pennsylvania ~.-? 8th and Spruce 
Streets, Philadelphia 7, Pennsylvania. 


STAFF NURSES, (3): Fifty bed hospital. 

small community near St. Louis, prevail- 

ing salary, paid vacation, paid sick leave, 

expanding facilities. ddress replies to 

Mr. Robert E. Harper, Jr. Administrator, 

Lincoln County Memorial Hospital, Troy, 
uri, 
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CLASS\RIED/ 


DIRECTOR OF NURSING: Direct and co- 
ordinate work of Nursing Service and 
School of Nursing. JCAH accredited, non- 
sectarian hospital of 576 beds (includin 
125 non-acutebeds) and NLN accredit 
diploma program school of 160 students. 
Prefer masters degree in administration 
or education with successful ex ‘ 
Excellent salary, personnel = es. City 
of 110,000 located on beautiful Lake Su- 
rior. Write Personne! Director, St. Luke's 
ospital, Duluth 11, Minnesota. 


SURGICAL SUPERVISOR: 52 bed short 
term general hospital. $400-$450 
ary call time—vacation, sick 
oliday benefits. Latest in equipment and 
facilities. Lovely California community 
close to beaches and varied recreation. 
For further details write, wire or call 
collect Lompoc Community Hospital, Lom- 
poc, California, Telephone 2165. 


INSTRUCTORS: Clinical in Medical-Sur- 
gical Nursing and Obstetrical Nursing, 3 
year Diploma Program. hospital. 
Student a of 100. B.S. in Nursing Edu- 
cation required. Salary open. Hour and 
half from Baltimore and Washington. Ap- 
ply Director of Nursing, Washington 
County Hospital, Hagerstown, Maryland. 


A.S.C.P. REGISTERED MEDICAL TECH- 
NOLOGIST: Male or Female required im- 
mediately for an 85-bed, rural J.C.A.H. 
Approved General Hospital, situated mid- 
way between Pittsburgh and Harrisburg; 
famous resort area. Salary Open, Apply 
Memorial Hospital of Bedford County, Bed- 
ford, Pennsylvania, or telephone the Di- 
rector, Bedford 


CHIEF MEDICAL RECORD LIBRARIAN: 
Registered. Modern challeng- 
ing opportunity in 300 bed fully accredited 
general hospital. Salary open. ASSISTANT 
MED. RECORD LIBRARIAN. Salary com- 
mensurate with those in area. Apply Ad- 
ministrator St. Joseph's Infirmary, At- 
lanta, Georgia. 


NURSE ANESTHETIST: Small friendly 
South Carolina town, 50-bed hospital, ‘rel- 
atively new, one general surgeon. : No 
Neuro or Thoracic Surgery, living ac- 
commodations, adequate relief, light 
schedule (year 1958—275 majors 580 minors) 
$5500 up. F. Mabry, Administrator, 
Clarendon Memorial Hospital, Manning, 
South Carolina. 


LABORATORY TECHNICIAN: Brightlook 
Hospital, St. Johnsbury, Vermont. 52 bed 
accredited general hospital. Laboratory in 
charge of a registered medical technolo- 
gist and part time pathologist. Salary de- 
pendent on qualifications. Communicate 
with Ralph H. Ross. Administrator. 


CHIEF DIETITIAN: Administer and di- 
rect Dietary Department. A.D.A. regis- 
tered. 100 bed J.C.H.A. approved. Excel- 
lent working conditions, 

holidays and sick leave allowance. Salary 
open. Contact Lloyd G. Jenson, Adminis- 
trator, Childrens Memorial Hospital, 
Omaha, Nebraska. 


DIETITIAN: Therapeutic (ADA); immedi- 

ate opening; 100-bed general hospital; 5- 

day week, paid vacation, sick leave, spe- 

cial holidays. Salary commensurate with 
ualifications. Contact Dietitian, Grace 
ospital, Richmond, Virginia. 


TRAINED X-RAY AND MEDICAL LABO- 
RATORY PERSONNEL AVAILABLE. 
Graduates every three months, through- 
out the year. Contact: Carnegie College, 
4707 Euclid Avenue, Cleveland 3, Ohio. 


DIRECTOR, NURSING SERVICE: 115 bed 
hospital, middle west. Salary open plus 
apartment. Hospital less than five years 
old. ADDRESS HOSPITALS, BOX 1-98. - 


ADMINISTRATOR: 60 bed fully-approved 
ortSopedic Hospital. New Building pro- 
gram 75 beds. Salary open. Address HOS- 
PITALS, Box J-4 


PATHOLOGIST: 200 bed new hospital, 
New York State, Salary open, Address 
HOSPITALS, Box J-9 


ral vacation, 


MEDICAL PLACEMENT 
15 Peachtree Place, N. W. 
Atlanta 9, Ga. 


SOCIAL DIRECTOR, midwest nursing 
school. College deg. required. Salary 
to $400.00 dependent upon quailifi- 
cations. 


NURSE ANESTHETIST, Alaska; salary 
75.00 mo. (2) Southern hosp. offers 
7000.00 ann. for qualified reg. anes. 


REGISTERED NURSES (1) night nurse 
supervisor, Tennessee hospital (2). 


MEDICAL SOCIAL WORKER. Must have 
Master's degree in social work and pref. 
medical social work. Should have at least 
4 years’ exp. Duties include administra- 
tion and supervisory responsibility as well 
as consultation. Salary to $5000.00 ann. 


CLINICAL PSYCHOLOGIST, male or fe- 
male. Master’s or doctor’s degree required. 
Salary open. Eastern. location. 


MEDICAL TECHNICIAN, ASCP. Calls 
rotated with another ASCP technician. 
Well equipped lab. Salary open. North 
Carolina. 


LABORATORY TECHNICIAN, ASCP — 
Texas. $550.00 per month, long hours, night 
call every other night and every other 
week-end. Some x-ray. 


CHIEF MEDICAL TECHNICIAN, ASCP. 
References from Board qualified patholo- 
gist or equivalent. West Virginia. 


NURSE ANESTHETIST. Ob. and surg. 
anesthesia. No call, some occasional night 


relief. $367.47 to $447.20. Ohio. 


NURSE ANESTHETIST. Washington. 40 
hour week. $500.00 per month. . 


NURSE ANESTHETIST. 150-175 bed North 
Carolina hospital. Salary open. Pleasant 
working conditions. 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
900 North Michigan Ave. 


Chicago 11, Illinois 


To physicians, hospital administrators, 
nursing executives and others in the hos- 
ital and medical fields confronted with 
he delicate but important problem of re- 
locating, the physician in need of an asso- 
ciate, or the institution reorganizing or 
augmenting its staff. Burneice Larson of- 
fers the services of The Medical Bureau. 
All negotiations strictly confidential. Op- 
ortunities in all parts of America, includ- 
ng countries outside continental United 
States. Please note our descriptions of op- 
portunities in the first issue of each month 
of Hospitals. Write us please for further 
details. 


HOSPITAL EXECUTIVE AND COMMERCIAL 
PLACEMENT AGENCY 


790 Broad Street, Newark 2, N.J. 


To Employers—We offer our confidential 
screening service. 


To Employees—We offer our confidential 
placement service. 


Please write for details, 
William J. Joel, Assistant Director 


POSITIONS WANTED 


ADMINISTRATOR: Total 9 years experi- 
ence JCAH assistant large uni- 
versity hospital presently administrator 
smaller hospital. BA and MHA degrees. 
Seek administrator or assistantship with 
opportunity in metropolitan hospital. lo- 
cation no particular factor. Excellent ref- 
erences. Address HOSPITALS, BOX J-7. 


LICENSED BOILER OPERATOR: Desires 
job; general maintenance; college degree. 
John Radovic, 313 So. Pine, amburg, 
Arkansas, PH. ID 3-5328. 
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(LYOPHILIZED UREA AND TRAVERT®) 


FOR INTRACRANIAL EMERGENCIES 


Striking benefits from a new parenteral application of a well-known compound are 
now possible in many intracranial conditions. Clinically developed during the past 3 
vears, Urevert shows a marked decompressant activity previously unexplored and ap- 
parently distinct from the diuretic effect of urea. Its action is safe and frequently 
life-saving. 
The decompression achieved by Urevert and the reduction of brain volume permit 
improved intracranial observation, manipulation and surgical correction in many 
conditions where such procedures were formerly regarded|as contraindicated or tech- 
nically impractical. Postoperatively, its use is more expedient than ventricular punc- 
ture or drainage. 


e does not perm 
C= oo stint By selective intracranial decompression Urevert 
- an adequate discussion has been observed to: 
of the use of Urevert. * improve many prognoses brain tumors 
For complete infor- * reduce severe headache in acute glaucoma 
mation write to Medical ° enlarge the operative field conditions cerebral edema 
* minimize brain damage such CNS infections 
Department, Travenol © shorten surgical intervention pm head injuries 
Laboratories, Inc., * facilitate recovery hypophysectomy 
* sh h italizati i inal rhizot 
Morton Grove, tilinels. shorten hospitalization trigeminal rhizotomy 
“TRAV ENOL LABORATORIES, Inc. |. pharmaceutical products division of 


Morton Grove, Illinois BAXTER LABORATORIES, INC. 
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= intravenously 
subcutaneously 
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Easily prepared ‘for intramuscular, intrave- 
nous, or subcutaneous administration, 
CHLOROMYCETIN SUCCINATE can be dis- 
solved in water or other aqueous parenteral 
fluids in a wide range of concentrations. Ster- 
ile solutions may be kept on hand at room 
temperature for 30 days without significant 


loss of potency. 


clinical advantages —CHLOROMYCETIN 
SUCCINATE is relatively nonirritating by rec- 
ommended routes, permitting a continuous 
daily dosage schedule, even to pediatric 
patients. It produces rapid clinical response, 
and is well tolerated. 


CHLOROMYCETIN SUCCINATE is indicated 
in many serious infections responsive to 
CHLOROMYCETIN. Stock it now. Remember 


that CHLOROMYCETIN SUCCINATE may be 
given by all three parenteral routes. 


supply—CHLOROMYCETIN SUCCINATE (chlor- 
amphenicol sodium succinate, Parke-Davis) ‘is 
supplied in Steri-Vials,” each containing the 
equivalent of | Gm. chloramphenicol; packages 
of 10. 


CHLOROMYCETIN is a potent therapeutic agent 
and, because certain blood dyscrasias have been 
associated with its administration, it should not 
be used indiscriminately, or for minor infections. 
Furthermore, as with certain other drugs, ade- 
quate blood studies should be made when the 
patient requires prolonged or intermittent therapy. 
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